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CRYLIC TEETH 


Where acryuic Ceeth are PREFERRED 


more and more dentists are thinking in terms of Natucryl.. 


This is because their quality goes hand in hand with service. 
* The unique method of fabrication closely simulates the 
structure of natural teeth.* Because they are more widely stocked 
it pays to specify Natucryl for prompt and efficient service. 


Available at Regular Dental Supply Houses 
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THE AMALGAMATED DENTAL CO. LTD. 
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Say you saw it in ‘‘The Dental Journal of Australia’’ 


: 
4 


The Dental Journal of Australia, August, 1950 


of cours, ta your 
work 


E local anesthesia is a_ useful 
Waxes in tedious sittings for conser- 
vative work, it is naturally in their 
surgical cases that most men find its greatest 
service. 

In all such cases—multiple extractions, 
impactions, alveolectomies and the like—the 
distinctive qualities of NPC Local Anesthetic 
provide the surest basis for a pain-free 
operation. ; 

The prolonged and profound anesthesia 
produced by NPC obviates the necessity for 
a supplementary injection and allows ample 
time for careful unhurried operating. 

The early return of normal blood supply 
due to the relatively mild ischaemic action 
helps to promote and accelerate healing. 


Stanpliify yout opetatins by using 


LOCAL ANZSTHETIC 


PROCAINE 2%  AMETHOCAINE 0.15% NORDEFRIN 1:10,000 


Made in England for 
COOK-WAITE LABORATORIES INC. 
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THEY ARE STRONG * “ADHESIVE” * DURABLE 


ZINC CEMENT IMPROVED 


Outstanding among zinc phosphate cements 
for its great strength, holding power, and 
durability. Use it for cementing gold crowns, 
bridges, inlays, orthodontic bands, for dressing 
seals, liners, steps, or bases under inlays, 
silicate and amalgam fillings requiring pulp 
protection, also for permanent fillings in de- 
ciduous teeth, and temporary fillings in per- 
manent teeth. 
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(2% silver phosphate) Anodyne 
Has the strength, holding power and durability 
afforded in Zinc Cement Improved plus the 
extra germicidal protection of silver phosphate. 
Indicated for cementing gold crowns, gold in- 
lays in posterior locations, for temporary fill- 
ings, and for liners, steps or bases in posterior 
locations when close proximity to the pulp 
limits excavation, and when a potent, self- 
limiting germicide, and anodyne action is de- 
sired. Turns dark grey on exposure to light. 


RED COPPER CEMENT 


(25% red copper oxide) 


Indicated for children’s dentistry, temporary 
fillings in permanent teeth, dressing seals; for 
cementing gold crowns and gold inlays in pos- 
terior locations when a germicidal cement is 
desired. 
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Y High resistance to ordi fluids 


vy Correct opacity 


VY Minimum number of powders with ma 
mum matching range : 


oY Tooth colors match 9 out of 10 cases 
without blending 


oY Simplified color matching. an 
inserting techniques 
Complies with A.D.A. Specification No. 9 
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PRESTIGE 


It was in the year 1846 .. . over one 
hundred years ago ... Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 
a study of the material requirements of 


the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


PRAVELLES 


PIV. ATO. 
SYDNEY, MELBOURNE 
and NEWCASTLE 
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If you have a problem— 


Our experience is at 
your service 


Whether it be of supply or of any other Dental necessity, 


WE CAN HELP YOU 


Do you wish to sell a practice ? 
Do you wish to purchase a practice? 


WE HAVE BUYERS AND. 
SELLERS ON OUR BOOKS 


NEEDS AND PROBLEMS OF STUDENTS AND 
GRADUATES GIVEN SPECIAL ATTENTION 


*€ Still Your Dental House ”’ 


Milne Browne & Co. Ltd. 


Sydney: 114-120 Castlereagh Street - - ‘Phone M 4891, 5 lines 
235 Edward Street - - ~- ‘Phone B 6617 and B 876! 


Brisbane : 


Telegrams: Milnebrown 
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. . expedite your cavity preparation . . 


The Jendent operative spray 


(Reg’d) 


for straight or angle handpieces 


® Eliminates pain due to frictional heat. 
® Cleanses the cavity of debris. 

® Maintains a clear visibility. 

@ Provides a continuous atomized spray. 
® Easily operated by patient or nurse. 
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. . facilitate your laboratory work . . 


The Jendent universal 


(Reg’d) 
laboratory motor 


® Quiet, smooth operation. 

® Sturdy, rigid mounting. 

@ Powerful — for use with large abrasives. 
@ Double pulley gives two speeds. 

@ Hoover motor with chuck releases. 
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Your trusted “assistant” 


© Recommend the new Tek Professional 
tooth brush as your trusted “assistant” in 
caring for your patients’ dental health at 
home. A tooth brush to meet your most 
exacting specifications for quality and design. 


PTY. LTD. SYDNEY. 


Tek 


CHECK THESE FEATURES 


Brushing head—one inch 
long. Two rows of bristles 
—six tufts to a row. Each 
tuft 7/16 inch in length. 
Uniformly serrated. De- 
signed for proper gum 
massage, Bristles—Nylon 
No. .014—the grade and 
diameter best suited to 
a professional brush. 
Straight handle with 
strengthened neck, 


Professconal Srush 
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When mouth tissues change, ignorant 
criticism may often be detrimental to 
professional skill and craftsmanship. 
Denture patients should know that, when 
normal resorption occurs, this condition 
requires their dentist’s assistance. Adequate 
instruction at the chair can eventually 
correct this attitude. In the meantime, 
the use of Fasteeth is invaluable to the 
patient’s satisfaction and the dentist’s 
professional skill. Cohesive rather than 
adhesive, Fasteeth is made from a carefully 
blended combination of gums that helps 
maintain the peripheral seal. Try recom- 
mending Fasteeth to your next denture 
patient! 


DISTRIBUTED BY 


NEW FASTEETH PACK! 


The Fasteeth =e. now has a 
finger-tight lid. When 
is is removed, a perforated 
top is revealed that enables a 
quick, even, economical dis- 
tribution of FAS- 
wder over i 
all parts of dentures 
that contact the gums 
and the roof of the 
mouth. Professional 
samples available on 
request. 


CLINTON-WILLIAMS PTY. 


ROTHSCHILD 


ROSEBERY, 
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Are you in doubt where to spend 
YOUR NEXT HOLIDAY? 


Then come to the 


GOLF HOUSE, BUNDANOON 


(Southern Highlands) 


Now owned by E. Schick (late of Vitallium) 


4 


THE IDEAL HOLIDAY RESORT FOR THE PROFESSIONAL MAN. 


EXCELLENT CUISINE. 
OWN FARM PRODUCTS FROM 200 ACRES OF LAND. 


OWN FIRST-CLASS, 9-HOLE GOLF COURSE. 
(Length 3,029 yards, Par 36.) 


TENNIS 
IDEAL WALKS AND DRIVES IN MOUNTAINOUS SURROUNDINGS. 


GARAGE ACCOMMODATION. 


TARIFF FROM £6/6/- PER WEEK (including Golf Fees). 


OPEN ALL THE YEAR 


Write or ‘Phone the Manager, Golf House, Bundanoon. Bund. 15. 
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We will continue to 


make whatever contribution we 


can to the promotion of dental 


health and to the education of 


the people in the need for pro- 


fessional supervision in the 


maintenance of dental hygiene. 


BRISTOL-MYERS COMPANY PTY. 


TH PASTE 


BI24-49 


Say you saw it in ‘‘The Dental Journal of Australia’’ 


4 
= 
4 
— 
% 
[PANA,/ 
- 
ae 4, %, 
: xiv 
| 


The Dental Journal of Australia, August, 1950 


“G & G ALLOYS” 


Thirty Years of Application throughcut Australia and 
Millions of Fillings to Recommend Them. 


in 


Obtainable from 
Your Dental Depot 
or Direct from Manufacturers 


GLOVER & GOODE PTY. LTD. 


Manufacturers of Dental Golds, Resilo, Impression Compounds, etc., etc. 


The only 
Dentists’- Design 
Toothbrush 


NADA is the only toothbrush in 

Australia designed by a committee 

of eminent Australian dental author- 

ities. It cleans every facet of every tooth 

and, being made of the highest-grade nylon, 

it retains its firmness over a considerable period of use. 


AT ALL GHEMISTS 2: 


90° 
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For 
The Relief of Pain 


ANGESIL TABLETS 


(D.H.A.) 


ANGESIL TABLETS 


are particularly effective in controlling post operative pain 
following dental extraction or surgical procedures, and for 
the relief of pain prior to the commencement of dental treat- 
ment. 


READY DISINTEGRATION insures quick response, while the 
synergistic action of the aspirin, phenacetin and codeine prolongs 
the effect, thus reducing otherwise heavy dosage. 


Each tablet contains aspirin gr. 5, phenacetin gr. 4, codeine 
phosphate gr. 


AVAILABLE IN : 


Original tubes of 10 and 20 tablets to 
fill your prescriptions, or in special dental 
pack of 250 for the surgery. 


Distributed by the Companies comprising 
DRUG HOUSES OF AUSTRALIA LTD. 


namely : 


A. M. Bickford & Sons Ltd. Adelaide 
Elliotts & Australian Drug Pty. Ltd. .. ... ... Sydney 
L. Fairthorne & Son Pty. Ltd... .- Launceston & Hobart 
Felton Grimwade & Bickford Pty. Ltd.... ... Perth & Kalgoorlie 
Felton Grimwade & Duerdin Pty. Ltd. Melbourne 
Taylors Elliotts Pty. Ltd. ... Brisbane, Rockhampton & Townsville 
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THE PLACE OF THE GENERAL PRACTITIONER IN PRESENT-DAY 
ORTHODONTIC THERAPY. 


KENNETH T. ADAMSON, D.D.Sc. ( MELB.) + 


I have been asked to speak about the problem of “Orthodontics for the 
General Practitioner,” and I am sure that you must all realise that to do this 
subject justice one would need not merely one night but many nights—so I ask 
your pardon if I omit anything which some of you may think should have been 
included. 


INTRODUCTION. 


In an article entitled “A Challenge to the Profession”! which recently 
appeared in the Australian Journal of Dentistry, we find a passage quoted from 
a text-book on children’s dentistry by Brauer, Higley, Massler and Schour.? 
It says—‘“Many difficult problems confronting the general practitioner and 
orthodontist could be eliminated if preventive orthodontics were more thoroughly 
understood and practised by all dentists who do work for children. Under 
such conditions true denture guidance might supplant much of the salvaging 
now necessary on the part of the orthodontist and simplify the placing of artificial 
restoration by the dentist. Preventive orthodontics should include the preven- 
tion and correction of incipient deformity by elimination of the etiologic factors 
where possible, and by the application of simple interceptive or early remedial 
treatment. If this be true, then the dentist wishing to include such service 
in his practice must be able to: 


1. Recognise incipient deformity. 

2. Understand the etiology of deformity. 
3. Institute preventive measures, and 

4. Perform simple corrective measures. 


Let us face facts from the very beginning—is it not true that half the 
problems which confront the general practitioner in Orthodontics have their 


tSenior Lecturer in Charge of Orthodontia, Dental School, University of Melbourne, 
Honorary Consultant Orthodontist, Dental Hospital of Melbourne. 
*From a lecture delivered in Sydney, March 27, 1950. 


1. Adamson, Kenneth T.—A challenge to the profession, Aust.J.Dent., 54:10, 1950. 
2. Brauer, J. C., et al—Dentistry for Children. Phildelphia, Blakiston & Co., 
1947. 
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origin in his lack of knowledge of the subject? Orthodontics has always been 
regarded as something quite outside his sphere. How many times do you hear 
it said, “Oh I never do any of that; the less I see of it the better, I send it all 
to so and so.” This attitude seems to have arisen from the mistaken idea that 
Orthodontics begins and ends with .complicated appliances—nothing is further 
from the truth. “A sound orthodontic background confers a broader and 
fuller outlook on dentistry as a whole. It can completely revolutionise the 
approach to children’s dentistry, and materially assist in solving many problems 
in the field of prosthetics, periodontics, conservative dentistry, and even oral 
surgery.””® 
During the last eighteen months the attention of the dental profession has 
been focussed on the Federal National Health Plan which is to include a 
Dental Health Service. The present intention would seem to be that this will 
begin with the pre-school-age child, and gradually be extended to adolescents. 
We feel with the English orthodontist, Russell Logan,‘ that—‘“In any scheme 
. designed to promote and maintain the health of the community, orthodontics, 
} which is directed towards establishing the efficient mechanical structure of the 
q teeth and jaws, must be one of the fundamentals.” This envisages the necessity 
for many more people becoming interested in the subject than there appear to 
be at the present time. Interest does not necessarily imply specialisation, but 
an intelligent appreciation of possibilities. Orthodontics has made good progress 
during the last fifteen to twenty years, perhaps more than any other specialised 
branch of dentistry. This period has witnessed a complete revolution of 
thought, so that what was once regarded as merely a mechanical problem 
involving the movement of teeth, has now become a biological one, with all the 
intriguing factors of growth and development of living tissues. 

The responsibility for providing orthodontic treatment rests with the 
general practitioner and the specialist. A close and understanding co-operation 
between these two can, and should, provide a type of service to suit any 
purse. 

If you have a large children’s practice or are interested in children’s den- 
tistry, bring your knowledge in Orthodontics up-to-date and make yourself just 
as efficient a diagnostician of malocclusion as the orthodontist. The amount 
of treatment you carry out depends on your interest in the subject, for if you 
wish to extend your services to include the treatment of all cases you will 
have to be prepared to undertake some post-graduate study to learn the use 
of fixed appliances. But there is much the general dentist can do without this 
if he can: 

1. Recognise incipient deformity. 

2. Understand the etiology of deformity, 

8. Institute preventive measures, and 

4. Perform simple corrective measures; 
then, many of his Orthodontic problems will automatically disappear, for he 
will view each one with an understanding eye. 

Is such a standard an impossible one for every dentist to have or to acquire? 
We believe it is not, and it is intended to indicate briefly how we think 
he can best begin to train himself to think orthodontically. 


~ 8. Adamson, Kenneth T.—loc. cit. 
4. Logan, W. Russell—The place of orthodontics in a health service. Proc. 11th 
Aust.Dent.Cong., 1948. P. 270. 
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‘THE EXAMINATION OF THE MOUTH FOR ORTHODONTIC PURPOSES. 


This must not be in the nature of a hasty glance but should be done in an 
orderly manner, following the same routine each time so that it becomes a habit. 

Have at your side a full X-ray survey, and begin the examination of the 
mouth with the upper and lower jaws individually and the mouth open. 


1. Make a chart of the dental condition of the mouth which should include 
necessary fillings and extractions, the standard of mouth hygiene and general 
health of the oral tissues. 


2. Note the teeth present, their position, and the presence or absence of 
missing or unerupted teeth which should be checked from the X rays. Extra- 
oral pictures of 3rd molar areas are essential in older patients, 7.e., in patients 
where all deciduous teeth have been lost. Remember, 3rd molars begin to form 
as early as the ninth year. 


3. Examine the form of the dental arches—are they narrow or broad? 
Are the teeth crowded or have they plenty of room? 

4. Note the size of the teeth and compare them with the development of 
the jaws. At the same time, correlate the general physical development of the 
child with his or her age. A very small-boned child with big teeth has little 
hope of ever accommodating thirty-two teeth. 

5. Look carefully at the plane of occlusion—that imaginary line (first 
named by Angle) where the teeth meet when in occlusion. Is it normal? Is 
there an exaggerated curve of Spee? Are any individual teeth well above or 
below it? 

Now, have the patient close the jaws together and then continue your 
examination. i 

1. Determine the relationship of the mandible to skull anatomy—is it 
normal or is it posteriorly placed or is it in forward relationship? This is the 
basis of the Angle classification, in other words, which class does the case fall 
into: Class I, Class II, or Class III? 

2. Consider the depth of the overbite. Is it normal? The usual overlap for 
most white races is such that the upper incisors overlap the lowers to 4 of 
their height. Is it open—when the incisors do not meet—or is it closed? If 
so, to what degree? 

Learn to correlate your findings here with those concerning the plane 
of occlusion (explained later in the text). 

3. Check the upper and lower centre lines of the denture with that of the 
face (the centre of the philtrum of the lip can be regarded as the centre of the 
face), and with each other. This helps to draw attention to any asymmetrical 
development of the dentition. 

If this examination becomes a routine procedure with every child, the 
information thus obtained will help to solve many difficulties. 

Now let us make a closer examination of the four requirements set out by 
Brauer®. The first was to: 


RECOGNISE INCIPIENT DEFORMITY. 


This necessitates some knowledge of (a) normal occlusion, (b) the classifi- 
cation of malocclusions. 


5. Brauer, J. C., et al.—loc. cit. 
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(a) Normal Occlusion. It is quite obvious that if anyone is to recog- 
nise the abnormal, he must first of all know the normal. Perhaps there is no 
word which is more misunderstood in the nomenclature of orthodontics in 
general and occlusion in particular. It seems to indicate one perfect relation- 
ship for the crowns of the teeth, but such is not the case. There is a great 
range of variability existing in the form and relationship of the teeth of human 
beings. Nevertheless we must assume that all know the normal general arrange- 
ments of the teeth in the deciduous, mixed and permanent dentitions; however, 
it is easy to mistake some stages of normal growth and development for a 
malocclusion. Broadbent® pointed out, mistakes are most commonly made in 
relation to:— 

1. The relationship of the 6-year-old molars whilst the deciduous teeth 
are still in situ. , 

2. The position of the upper laterals during the eruption process of the 
permanent canines. 

8. Spacing between the upper central incisors. 

1. The relationship of the 6-year-old molars whilst the deciduous teeth are still 

in situ. 

We know that finally the normal relationship of the upper 1st permanent 
molars to the lower is that the mesio-buccal cusp of the upper first molar lies 

Oe 


-On 


THIRD 


Fig. 1. Fig. 2. 


Fig. 1—Normal occlusion of first permanent molar teeth in adult dentition. 


Fig. 2.—Occlusion of first permanent molars in mixed dentition. Note that they 
are edge to edge. 


between the mesio-buccal and disto-buccal of the lower, and the mesio-lingual 

cusp of the upper molar lies in the central of the lower. (Fig. 1.) However, 

so long as the deciduous teeth are in situ, the relationship of these molars is 

edge to edge. (Fig. 2.) This is frequently mistaken as an indication of a - 
distal relationship of the lower molar to the upper and, in terms of the Angle 

classification of malocclusion, this is taken to indicate a distal position of the 

mandible: in other words, a Class II malocclusion. 


6. Broadbent, B. Holly.—The face of the normal child. Angle Orthodont., 1937, 
p. 183. 
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2. The position of the upper laterals during the eruption process of the 
permanent canines. 


Broadbent’ describes a stage in the development of the dentition which he 
terms the “ugly duckling” stage, in which it is quite normal for the upper 
laterals to erupt with their mesial angle lingually and to have their crowns 
‘ tipped sideways so that their roots point mesially. (Fig. 3). It is the result 
of pressure on the roots from the erupting canines and must not be confused 
with the labial displacement of the lateral crown which occurs when this cuspid 
. pressure becomes excessive. This occurs in cases where there is marked general 
under-development of the jaws which results in an abnormally forward position 
of the canines. (Fig. 4.) The former condition corrects itself when the per- 
manent canines have erupted into the mouth—the latter usually requires treat- 
ment, but at the correct time, and this is not as soon as it becomes evident. é 
One must wait until the permanent canines have erupted and moved away ‘ 


Fig. 3. Fig. 4. 


Fig. 3.—The “ugly duckling” stage described by Broadbent. 


Fig. 4.—Displaced laterals due to abnormal canine pressure, sometimes confused 
with the condition in Fig. 3 


from the lateral roots. Most parents can see only as far as the six anteriors, 
and they notice this displacement of the laterals and become very concerned 
about it. If you cannot differentiate between these two conditions, you cannot 
give them the correct prognosis. 


3. Spacing between the upper central incisors. 


In some mouths it is quite normal for a space to exist between the upper 

central incisors until the permanent canines erupt. (Fig. 5). As these teeth 

i force themselves into the mouth the space closes, and at the same time the 
apparently abnormal position of the laterals corrects itself. The space between 

the central incisors is frequently interpreted as an abnormal fraenum. One 

wonders how many of these are needlessly removed. The recent trend of 

thought is to be more and more conservative in this regard and there are very 


7. Broadbent, B. Holly.—loc. cit. 
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few fraenums so abnormal as to maintain the space between the upper central 
incisors. 

(b) The Classification of Malocclusions. 

The second essential for the recognition of an incipient deformity is a 
clear understanding of the Angle classification and the ability to apply it. 

In 1899, Angle* presented his classification to the profession, and although 
it has been freely criticised ever since and many other variations suggested, 
it is the most universally accepted classification today. The reason for its con- 
tinued use in spite of certain recognised weaknesses is its fundamental 
simplicity. It postulates that there are three positions the mandible may 
occupy in relation to the skull and therefore to the maxillae, as they are attached 


Fig. 5 (a).—Normally developing dentition. 
Fig. 5 (b).—Space between permanent incisors, part of normal development. 
Fig. 5 (c).—Space closed on eruption of canines. 


to the base of the skull. It may be normal, or it may be distally or mesially 
placed. The position of the mandible can be judged by using the teeth as 
indication of jaw relationship, particularly the first permanent molars, upper 
and lower, and the canines. A study of the profile will help to confirm the 
position indicated by the tooth articulation. 

It is only natural, however, that we must first of all be certain that the 
teeth themselves are in their correct positions in relation to their respective 
jaws, otherwise the information they give us may be misleading. To 
be certain of this fact is perhaps the greatest difficulty associated with the 


8. Angle, Edward H.—Classification of malocclusion, Dental Cosmos, 41:240-268, 
1899. 
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process, and it is a pity that time does not permit an explanation of this 
classification in detail, but we would stress the point that it is essential for 
any dentist with a large children’s practice to master it. Why? Supposing 
a parent asks you, “Do you think his or her mouth will improve if nothing 
is done?” You cannot answer this question honestly unless you can classify 
the malocclusion, for, while some types of malocclusion with a normal relation- 
ship of the mandible to skull anatomy may more or less correct themselves in 


Fig. 6 (a).—Class I. with the upper mesial. Note forward slope of upper canines 
indicating forward position of upper denture. 


time, one which has the mandible distal or mesial to skull anatomy, i.e., a 
Class II or Class III, never will; in fact, it will certainly become worse. 

This points to the earliest possible correction of the malocclusion ih this 
type of case, and yet how often do we hear it said, “don’t worry, it will grow 
out.” 

In addition, it is the basis of all planned treatment—Class I cases can 
more often than not be treated by quite simple methods. On the other hand, 


Fig. 6 (b).—Class II. Div. I. 


Class II and Class III malocclusions offer many more difficulties in treatment 
and are not recommended for inexperienced operators. Yet it does not always 
follow that because upper incisors protrude, as in “buck teeth,” the mandible 
is distal in relation to skull anatomy, i.e., that the case is a Class II. This is 
illustrated in Fig. 6 (a) and (b). The average dentist might be taught to do 
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something for (a), for here it is the upper teeth that are too far forward in 
relation to the skull—they are anxious to assume their correct position given 
the opportunity. This may be done by extraction. On the other hand, he ; 
would have little hope of treating (b), for, in this case, skull pattern is wrong, 
the mandible itself is distal to skull anatomy and fixed appliances are the only 
answer. Similarly, because the upper incisors bite lingually to the lowers, - it 
does not follow that the mandible must be forward in relation to skull anatomy 
as in a Class III. It might well be simply an under-developed premaxillae. 


Fig. 7 (a) Fig. 7 (b) 


Fig. 7 (a).—Pseudo Class III. 
Fig. 7 (b).—The inclined plane used for treatment. 


The latter will respond beautifully to treatment with an old-fashioned inclined 
plane which can be handled by any dentist (Fig. 7), but a Class III, except 
in very early stages, is a tough proposition for even the most skilled operators. 


Fig. 7 (c).—Result obtained. 


Now we pass to our second postulate: 


UNDERSTAND THE ETIOLOGY OF THE DEFORMITY. 


This requires some knowledge of (a) Heredity, (b) Evolution, (c) Funda- 
mentals of growth and development of the skull and jaws, (d) Various local 
etiological factors. 
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(a) Heredity. If a dentist has a parent as a patient with congenitally 
missing teeth, he must learn to watch for this in the children. He must also 
recognise that skull pattern may be inherited, and consequently Class II and 
Class III malocclusions are frequently found in succeeding generations. He 
should also recognise that, when a malocclusion is the result of inheritance, 
the prognosis is never as favourable, for one commences treatment with a big 
handicap, and recent research has demonstrated the limitations of orthodontic 
appliances in altering the fundamental bony structure of the jaws—one more 
indication for recognising these malocclusions in their incipient stages and 
advising or instituting early treatment. 


(b) Evolution. In the past few years there has been an increasing recog- 
nition of the part played» by evolution in the development of malocclusion. 
Gregory® states that the cranium is increasing in size in proportion to the 
face, and that the face bones are becoming smaller. He suggests that man 
is in one of the acute transitional periods of his evolution. The frequent 
failure of some of the teeth in the human dentition to develop would suggest 
an attempt by Nature to reduce the number of teeth, and that when this is 
accomplished the accepted formula would be 28 teeth or perhaps less, and the 
problem of the discrepancy between the size of the teeth and the size of the 
jaws would vanish. One of the most recent expressions of opinion on this 
point is found in an article by Hooton’® on “The Evolution and Devolution of 
the Human Face” in which he states: “On the whole it seems probable that 
some reducing trend in facial and dental growth of long standing in evolution 
is suddenly accelerated and rendered definitely degenerative and pathological 
when white races come under artificial regimes of city dwelling and when 
they become dependent upon agriculture and upon cereal diets . 


It is easy enough for the orthodontist to move teeth, but they must have 
an adequate bony setting—a firm foundation—if they are to stay put. The 
extent to which mere readjustment of occlusal relations stimulates reaction 
in new bone growth to stabilise teeth is doubtful. In many cases it probably 
does not take place at all.”” Both Broadbent and Brodie have shown this latter 
statement to be correct. 


(d) Various Local Etiological Factors. You have a young patient with 
crowded teeth, you say to the parent, “They will improve as the patient grows 
older.” How do you know they will? A child aged five has a very deep over- 
bite; the parents may not notice that, but you should. Do you know whether 
such a condition will improve as the patient grows older, or do you just hazard 
a guess? Yet only a passing acquaintance with present day knowledge of skull 
and jaw growth will enable you to answer such questions. 


In 1931 Broadbent?! introduced a radiographic cephalometric method that 
permitted the study of the same living individual over a period of years. It 
made possible the measurement of the growing head from X-ray films with an 
accuracy which could only be achieved formerly by direct bone measurement. 


9. Adamson, Kenneth T.—Orthodontics for the general practitioner, Aust.J.Dent., 
51:141, 1947. 

10. Hooton, Ernest. A.—Evolution and development of the human face, 
Am.J.Orthodont. & Oral Surg., 32:657, 1946. 

11. Broadbent, B. Holly.—loc. cit. 
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By the use of this apparatus it was possible to obtain an identical positioning of 
the same individual over any interval of time and thus the several X 11ys 
so obtained could be accurately compared with each other. This method gave 
exact information about the direction and the amount of growth but did not 
show where such growth occurred. For the study of growth site, Brodie’? 
added to this another method, namely, the feeding or injecting of a vital stain 
such as Alizarin Red “S”, for which only growing bone has an affinity, and is 
consequently stained by it. Brodie® states: “from the findings derived from 
the employment of these two methods, the knowledge of the mode of the growth 
of the head has been quite completely worked out and can now be applied to 
clinical problems.” 


There is not time nor is it necessary to give the full story of skull growth 
as related by Brodie’*. The points of interest to the general practitioner are 
as follow :— 


1. The general growth pattern is established at three months of age. 


2. In the maxillae upward growth occurs at the maxillo-frontal juncture, 
backward growth at the pterygo-maxillary juncture, and upward and backward 
growth the zygomatic-maxillary juncture. Combined they lead to a downward 
and forward positioning of the face. 


8. In the mandible the most important growth centre is the superior- 
posterior surface of the condyle process which, by cartilage proliferation, 
similar to that of an epiphysis, grows upward and backward and so causes a 
downward and forward positioning of the entire bone. There is also an active 
growth centre along the entire posterior border of the mandible and accom- 
panying this there is an active resorption of the anterior border that is almost 
equal in amount to the growth occurring posteriorly. This keeps the ramus in 
proportion to the rest of the mandible. In this manner, also, the rest of the 
mandible is lengthened to make room for the successive eruption of the first, 
second and third permanent molars. The fact that this machinery appears to 
break down in some cases before its work is completed accounts for the impac- 
tion of third molars. This process is termed by Brodie “resorption modelling.” 


4. These growth sites are not growing at the same rate or the same time, 
but the contributions made by them work so perfectly together that the total 
pattern remains remarkably stable from birth to adulthood. 

5. All lateral growth of the jaws is completed by approximately 83 to 9 years 
of age. 

6. There is no increase in length as a result of molar growth between 
the distal of the permanent lateral and the mesial of the first permanent molar 
once those teeth have erupted. (See No. 3 above.) 


7. There is very little increase in the length of the jaws after the eruption 
of the second molars. (This helps to decide whether or not third molars will 
become impacted.) 


. Brodie, Allan G.—On the growth pattern of the human head from the third 
month to the eighth year of life, A.M.S. Anatomy, 68:209, 1941. 

. Brodie, Allan G. & Slaughter, Wayne B.—Facial clefts and their surgical 
management in view of recent research, Angle Orthodont., 19:203, 1949. 

. Brodie, Allan G.—loc. cit. 
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8. Thus far, no mention has been made of growth at the alveolar margins, 
either upper or lower, and the reason is that Brodie’® has shown that the growth 
of the jaws proceeds to “within normal limits”, whether the teeth are present 
or not. In the congenital defect known as Anodontia, the maxillae and mandible 
grow according to the pattern described and the distance between them increases 
with age until growth is complete. The space so created represents the area 
that would normally be occupied by the eruption of the teeth and the growth 
of the supporting alveolar bone. It is interesting to note that nearly 200 years 
ago, Hunter said, “The alveolar process of both jaws should rather be considered 
as belonging to the teeth than as part of the jaws, for they begin to form with 
the teeth, keep pace with them in growth and decay, and entirely disappear 
when the teeth fall out.” 


Now, how can we apply these facts clinically? 


When teeth are present and they begin to erupt in the normal way, active 
growth takes place at both alveolar margins, downward in the maxillae and 
upward in the mandible. Broadbent’* stated that the ultimate vertical height 
of the dentition was due to the amount of vertical growth which took place in 


Fig. 8.—Showing contrast in jaw positions at birth. Bayley and Thompson on the 
left and Broadbent on the right. 


these centres so that one might picture the jaws together at birth and then 
gradually forced apart an increasing amount as the teeth erupt. The more 
recent and probably correct picture, however, is given by J. R. Thompson’ 
whe, with Brodie, has demonstrated that at birth the jaws are wide apart and 
the tongue occupies the entire mouth cavity, extending over the ridge to sup- 
port the lips. With the eruption of the teeth and growth of the jaws, the 
tongue, growing at a slower rate, is gradually enclosed by the teeth and the 
alveolar process (Fig. 8). 


This space between the jaws is called by Thompson the freeway space. 
The position of the mandible “in space” as it were, known as the rest position, 
is determined by a muscular balance between the depressor and elevator 
muscles, and is fixed as early as three months. The teeth themselves are only 


15. Brodie, Allan G.—The growth of the jaw and the eruption of the teeth, Oral 
Surg., Oral Med. & Oral Path., 1:334, 1948. 

16. Broadbent, B. Holly—loce. cit. 

17. Thompson, J. R.—The rest position of the mandible and its application to the 
analysis and correction of malocclusion. Angle Orthodont., 19:162, 1949. 
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permitted to erupt to a certain distance, pre-determined by this position of the 
mandible. Beyond this they cannot go. 

All this is not merely of academic interest because from it we can answer 
our own questions. 

Let us consider a case of malocclusion in the mixed dentition with crowd- 
ing in the lower anteriors, a normal depth of overbite, and you hope that it will 
eventually develop sufficient room to accommodate all the teeth. On what actual 
facts do you base this hope? Do you expect an increase in length in the 
mandible to provide this room, and, if so, where? It would have to occur some- 
where between the mesial of the first molar and the four permanent anteriors, 
but we know that growth in length in the mandible occurs at the posterior border 
only, so that this hope is utterly unfounded. There is never any increase in 
length in this area unless it is gained artificially, and many query the extent 
to which this can be done. Can you expect to gain space by lateral growth? 
No, because lateral growth of the jaws is completed with the eruption of the 
upper and lower permanent incisors at about eight and one half years of age. 

As all the additional length of the body occurs posteriorly, all you have to 
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Fig. 9.—Wylie prediction scale. 


consider in determining the answer to this question is how much space is 
available between the permanent incisors and the first molars, and how much 
space will be occupied by the permanent-canine and bicuspids when they erupt. 
If the latter is greater than the space available, naturally more crowding will 
occur. If it is less than the space available, naturally the position is bound to 
improve. If it is equal, it will still be in the same condition as it is at the 
present time. It is easy to measure the space available between the molars 
and the incisors with a pair of calipers. It is not so easy, however, to determine 
the size of the unerupted teeth in question. 

There is a very good ready-reckoner available for the general practitioner, 
in the form of a scale recently published by Wendell Wylie,'® which is illustrated 
in Fig. 9. The mathematical formula on which this is based is complicated; 
however, it is sufficient to say that one can obtain a result within 2 per cent. 
of accuracy. The method of application is simple. Measure the total width of 


18. Ballard, Murray L. and Wylie, Wendell L.—Mixed dentition case analysis: 
estimating size of unerupted teeth, Amer.J.Orth. & Oral Surg., 33:754, 1947. 
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the four lower incisors, plot this off on the right hand side of the scale, and 
the left hand side of the scale will give you the total width of the unerupted 
canines and the two bicuspids. Compare this with the space available and you 
have your answer. This is of the greatest value in helping the operator to 
form an early opinion regarding the necessity for extraction. 


Now, concerning vertical height, it would seem that a closed bite is very 
common to many types of malocclusions in Australian children today. The 
effect of a closed bite on a developing denture cannot be over-accentuated, but 
it receives scanty consideration in many cases. There is a significant differ- 
ence in Broadbent’s conception of the development of vertical height and that 
portrayed by Thompson and Brodie. If we think with Broadbent’® that the 
jaws are forced open by the developing teeth and accompanying growth of 
alveolar bone, then a closed bite in a dentition of a child of three or four is of 
little significance for we can look for improvement in this condition as the 
development of the face progresses, and we can say with assurance to the 


Fig. 10.—'ypical closed bite. 


parents, “don’t worry, this will improve.” If, on the other hand, Thompson 
and Brodie are correct in saying that relationship of the mandible to the 
maxilla in the vertical dimension is fixed at three months and will not change, 
then a closed bite even at three years must definitely be recorded as a mal- 
occlusion, and must be pointed out to the parents, as well as the effect it will 
have on the developing denture. 

There are two types of closed bites—perhaps it would be more accurate 
to say that a closed bite can be brought about in two ways: firstly, by a 
general lack of vertical growth in some of the more important growth centres 
previously indicated. In this particular type both upper and lower arches 
are perfectly flat, that is to say, the line of occlusion is more or less flat—there 
is not much exaggeration of the curve of Spee, no elongation of any teeth, 
either upper or lower, above the line of occlusion (Fig. 10). 

The other type of closed bite is caused by an elongation of the incisors, 
either in the upper or lower or both, and these teeth are well above the line 
of occlusion while the vertical height of the posterior teeth is more or less 


19. Broadbent, B. Holly.—loc. cit. 
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normal. (Fig. 11.) There is also a third type in which both these former 
conditions are combined, but it is rare and very difficult to recognise, and for 
present purposes we will ignore it. 


The first type responds very easily to treatment—it is only necessary to 
encourage natural growth to take place in the areas in which it is deficient. 
The second type requires the actual depression of the teeth which are elevated 
beyond the line of occlusion and to do this it requires some type of fixed 
appliance. 


Fig. 11, (a). Fig. 11 (b). 


Fig. 11 (a).—Closed bite with elongation of anteriors. 


Fig. 11 (b).—Same case disarticulated; pencil line shows level of occlusal plane to 
posterior segments. 


We know from clinical experience that the application of a bite plate will 
bring about remarkable increases in vertical height, but we are not quite sure 
exactly where this growth takes place, although we can theorise indefinitely. 
From a practical point of view, however, this is not important—what is 
important is the effect which a closed bite has on the six anterior teeth in the 
mandible, in addition to the various traumatic conditions it may produce. 


A closed bite literally holds the lower anterior segment of the mandible in 
a vice, as it were. If this vice-like grip is removed by artificial means (with a 
bite plate) the teeth will frequently position themselves merely through the 
process of natural growth and development and stimulation from the tongue 
muscles (See Figs. 12-17). From these two examples alone we can see how a 
better understanding of the growth of the jaws can be practically applied in 
two very common types of malocclusion—crowding of teeth with a normal over- 
bite, and crowding of teeth with a closed bite. 


Finally, the dentist must be familiar with the various local etiological 
factors. Here, after listing them, we can do no more than draw your attention 
to the most important—time does not permit a detailed discussion of all. 
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Fig. 13. 


Fig. 15 (a). 


F Fig. 15 (b). Fig. 16. 


Fig. 12.—Type of bite plate used to open bite. 

Fig. 13.—Illustrating degree of opening of bite when plate is first inserted. 
Fig. 14.—Picture of bite plate in mouth. Note stabilising clasps on upper laterals. 
Fig. 15 (a) —Showing bite commencing to open as the result of bite plate. 
Fig. 15 (b).—Final result of case shown in 15 (a). 

Fig. 16.—Showing crowded lower of case illustrated in 15 (a) before bite was open. 
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Fig. 17.—Showing improved position of incisors as a result of opening the bite and 
stimulation from tongue pressure. 


In and around the mouth proper, termed by Strang”® the intrinsic etiological 
factors, we find: 

1, Premature loss of deciduous teeth; 

2. Loss of permanent teeth; 

8. Prolonged retention of deciduous teeth; 
4. Missing and supernumerary teeth; 
5. 
6. 
7: 


Abnormal fraenum; 
Improperly designed dental restorations; 
Inharmony of tooth size, i.e., freak teeth. 
Those factors that are not concerned with the structural demands of the 
dentition and named by Strang the environmental group, include: 
1. Bad habits. 
(a) sucking habits; 
(b) mouth-breathing; 
(c) abnormal swallowing habits; 
(d) abnormal speech habits; 


(e) habit spasm (sub-conscious) ; 
(f) various other habits associated with the tongue, lips, cheeks and 


foreign bodies. 

2. Abnormalities of the muscle tissues around the oral cavities, the most 
important of which is hypertrophy. 

3. Posterior pressure. 

4. Enlarged tonsils. 

5. Constitutional diseases such as metabolic diseases, anaemias, allergies, 
syphilis, etc. 

6. Abnormalities of the glands of internal secretion. 
20. Strang, Robert H.—Textbook of Orthodontia, ed. 3, Philadelphia, Lea & Febiger, 

1943, p. 120. 
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The important thing is that the dentist should not only be familiar with 
all these, but should also learn to associate with them the particular types of 
malocclusion they produce. By this means he will be able to train himself to 
discover the underlying causes of many malocclusions quite early and so will 
be able to prevent them from becoming much worse by drawing the parents’ 
attention to the condition, removing the cause where possible, and suggesting 
simple corrective treatment. 


INSTITUTE PREVENTIVE MEASURES. 


Once again we only have time to draw attention to the more important, 
firstly, 


Maintenance of the deciduous dentition—The importance of maintaining 
a sound deciduous dentition has been stressed time and time again. The fact 
that the general public regard the deciduous teeth as of little importance can 
probably be blamed to a large extent on the habit of some of referring to this 
dentition as a “temporary dentition.” Such a name must help to convey the 
wrong idea and infer that they are only temporary and hence of no importance. 
They have a limited life in the jaw but they should live it to the full. 


The institution of any dental scheme beginning with the pre-school-age 
child should enable us to maintain the deciduous dentition in a very much 
healthier condition than before, but there is still far too much tendency for 
dentists to remove deciduous teeth rather than fill them, even when this is a 
clinical possibility. 


Premature loss of deciduous teeth—The effect of the premature loss of 
deciduous teeth is well known. The loss of space which invariably follows 
this, especially when it occurs early in the denture history, is the beginning 
of many cases of malocclusion, and a complication which is added to many 
others. Sometimes deciduous teeth must be removed for clinical reasons, but ; 
the dentist should see to it that this does not result in a drifting of the ? 
neighbouring teeth. 


The use of a simple type of space retainer can prevent this. Whether or 
not it is necessary to use a space retainer in every case is a subject which could 
be a paper in itself?!, but for general purposes it is sufficient to say that a space 
retainer should be used in most cases where the permanent successor has not 
yet broken through its bony crypt. The exceptions to this are the mandible 
in a Class III where no space retainer is ever necessary, and in those cases where 
there is a big discrepancy between tooth size and basal bone—a condition which 
will eventually necessitate the removal of some teeth in the course of treatment. 
The average case should be checked quarterly by measuring the spaces with 
calipers and, if there is any suggestion of loss of space, a space retainer should 
be inserted. 


> Prolonged retention of deciduous teeth. It is a well-known fact that pro- 
longed retention of deciduous teeth will deflect and displace their permanent ae 
successors (Fig. 18). If a careful examination of the mouth is made this — 
possibility should never arise. The deciduous tooth should be removed as soon nee 


as there is any sign of the permanent tooth, or even beforehand if the dentist 


21. Adamson, Kenneth T.—Space retainers, Aust.J.Dent., 52:147, 1948. 
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suspects either from clinical examination or X-ray that it is in any way inter- 
fering with the eruption of the permanent tooth. 

Detection and correction of bad habits such as thumb-sucking, nail-biting, 
tongue-biting, speech-habits and mouth-breathing. 

All of these habits bring in their turn particular types of malocclusion, 
and the dentist should learn to associate these types of habit with the particular 


Fig. 18.—Illustrating the displacement of permanent teeth as the result of prolonged 
retention of deciduous teeth. 


type of malocclusion, so that when he sees the malocclusion he should also be 
able to detect the habit which produced it. 


Thumb-sucking, which usually produces the typical malocclusion shown 
in Fig. 19 is a difficult problem to overcome. If the habit can be broken before 


Fig. 19.—Illustrating typical case of thumb-sucking. 


the age of five years, the malocclusion will nearly always correct itself provided 
that it is not accompanied by incorrect mesio-distal pairing of the upper and 
lower teeth in the lateral segments. It is always a psychological problem and 
should be thought of as such. The reason for the child sucking his thumb 
is just as important as the method of stopping it. In a young child insufficient 
food, in the slightly older child insufficient parental devotion, and in the 
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adolescent the continuation of a habit already established in youth, are basic 
principles often involved. Any mechanical restraint placed on the child to 
prevent it carrying out this habit should not be tried until every effort has 
been made to overcome the basic fault, and then only with the co-operation of 
the child who should be made to understand that the operator is trying to help 
him to help himself and is in no way attempting to punish him for actually 
sucking his thumb. In addition to breaking the habit, the incisal relationship 
should be corrected so as to make it possible to establish normal lip function 
and mouth-breathing. This can easily be done by carrying the upper incisors 
lingually with the appliance illustrated in Figs. 20, 21, and 22. The principle 
of this plate is simple: the finger-springs are so adjusted that they press against 


Fig. 20 (a). Fig. 20 (b). 


Fig. 21 (a). 
Fig. 20 (a).—Plate used to correct protrusion of incisors in thumb-sucking. 


Fig. 20 (b).—Showing adjustment of the plate in relation to the incisors. 
Fig. 21 (a).—Mouth before plate is inserted. 


the labial surfaces of the upper incisors and carry them lingually. The points 
to remember in using this appliance are, first, do not move the teeth too quickly. 
The finger-springs when passive should rest agianst the lingual surfaces of the 
incisors and be readjusted once every six weeks. Secondly, when the plate is 


375 


a 
q 
= 
| 
° 


The Dental Journal of Australia, August, 1950 


cut back from the upper incisors, the free margin of the plate must be rounded 
and thickened—this prevents it cutting into the palate. 
ae Nail-biting is one of the most difficult habits to overcome, and can only be 
ee done by earnest appeal to the patient himself. 
Tongue-thrusting and tongue-biting. These are habits which are best 
treated by a thorough understanding being established between the patient and 


Fig. 21 (c). 


Fig. 21 (b).—Plate inserted—side view. 
Fig. 21 (c).—Plate inserted—front view. 


the operator. Small dentures can be employed with various forms of filigrees 
of wire, fixed just lingual to the upper anteriors which will prevent the tongue 
ie te from coming into a forward position (Fig. 23). Again, it should always be 
eS: explained to the patient that it is designed to help him, and not to hinder him. 
eo Muscular exercises may also be employed but the success of these largely depends 
upon the degree of co-operation of the patient. 
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Speech-Habits. It is always advisable to employ the help of a properly 
trained speech therapist who can be invaluable in these cases. They are also 
of great value in controlling some tongue habits. 


Fig. 22 (a). 


Fig. 22 (b). 


Fig. 23. 


Figs. 22 (a) and 22 (b).—Front and lateral view of finished case. No other 
appliances used. 


Fig. 23—Illustrating self-correction of the malocclusion resulting from tongue-thrusting 
and biting, after the habit has been checked by the appliance shown. 
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Mouth-Breathing. When well established, this habit cannot be overcome 
until some correction of tooth position has been made in the incisal region, for 
the lips are nearly always held apart by a protrusion of the upper incisors and 
it is mechanically impossible for the patient to close his mouth until these have 
been retracted. Once this has been done some support can be given to the 


Fig. 25 (a). Fig. 25 (b). 


Fig. 24.—Patient wearing chinstrap in early Class III. case. 


Figs. 25 (a) and 25 (b).—Before and after twelve months’ application of a chinstrap. 
Patient aged 34 years. 


mouth at night by applying a small amount of sticky cellulose tape placed 
diagonally across each corner of the mouth. The institution of regular deep 
breathing during the day is invaluable, making sure the lips are always firmly 
closed during this process. The use of oral screens is also recommended for 
those who will tolerate them. Remember that the habit persists after tonsils 
and adenoids have been removed and will always need treatment as outlined 
above. 
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Abnormal Fraenum. We have mentioned this previously, and it is only 
necessary to say here—be sure it is abnormal, and then follow some recognised 
surgical procedure for its removal; the mere snipping of the fraenum is quite 
ineffective. 


Early treatment of Class III malocclusion. Whilst this is one of the most 
difficult types of cases to treat when established, and one which at the best has 
a most unsatisfactory prognosis, the dentist can do a great deal to improve and 
reduce the degree of deformity if he institutes some interference in the early 
stages. One of the most effective methods of doing this in the very young 
child is the use of a headcap and chincup illustrated in Fig. 24. The results 
which can be obtained are shown in Fig. 25. 


Another great help in the early treatment of these cases is biting on a 
wooden tongue spatula. In a small child, the mother holds this in the mouth 
against the lower teeth and has the child clench the upper teeth firmly on it. 
This should be done for 10 minutes per day. If neither of these methods pro- 
duces a satisfactory result, it is necessary to resort to fixed appliances and, 
while they again in the early stages are of a comparatively simple nature, they 
are difficult to handle without experience. 


PERFORM SIMPLE CORRECTIVE MEASURES. 


For the purpose of this paper, we intend to avoid any reference to fixed 
appliances. It is considered that they are not effective in the hands of the 
general practitioner unless he has undertaken post-graduate study. 


What simple methods have we at our disposal—we have already said some- 
thing of prevention—what of denture guidance? 


In the case of an overcrowded mouth, extraction alone may be effective 
in some cases of Class I malocclusion, provided that the bite is not closed, but 
in most instances some guidance must be given to the remaining teeth to 
obtain the best results. This is best accomplished with a removable appliance. 


Before we proceed any further, may I quote from an article written by 
the French Orthodontist, De la Barre, in 1815, “It is much easier to extract 
teeth than to determine whether it is absolutely necessary. The extraction of 
a tooth requires nothing more on the part of the practitioner than a degree of 
facility in the use of instruments that are usually employed in this operation; 
whilst the knowledge necessary to appreciate the consequences can only be 
acquired by time and study.” May we keep this always in mind before we 
extract a tooth simply because it is out of line in the dental arch. There are 
certain principles or maxims relating to the extraction of teeth in the mouth 
and which may be enumerated as follows:— 


1. After extraction the subsequent drift of teeth on either side of the 
space will occur at a much greater rate in the maxillae than in the mandible. 


2. Although a space may be eliminated by the mesial and distal movement 
of the teeth on either side of the space, the tooth or teeth moving mesially will 
move faster and farther than those moving distally. 

3. If a tooth be extracted in the mandible the tendency for the space to 
be closed by the subsequent drifting of the teeth on either side of the space is 
greatly diminished after the age of twelve years, resulting in partial or total 
failure of the space to be eliminated. 
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4. Because of the cancellated nature of the bone in the maxillae, drifting 
of the teeth caused by extraction will continue in these bones several years 
later than in the mandible. 


5. The extraction of any tooth or teeth tends to produce a closed bite, 
which will vary in degree according to the age and the area from which the 
tooth or teeth have been removed. 


6. In cases with marked closure of the bite, the drift of teeth subsequent 
to the removal of teeth may be greatly impeded or even eliminated according 
to the amount of cuspal interference. 


7. An unerupted tooth will migrate through the bone more rapidly than an 
erupted tooth.?? 


If you will remember these rules and apply them, it is surprising what a 
little thought and one small denture will do! 


We would refer in particular to the extraction of 1st molars and Ist 
bicuspids. We are all familiar with a Class I malocclusion where there is 
crowding in the incisal area in both upper and lower jaws. The etiology of 
these cases is frequently a discrepancy between the tooth size and the develop- 
ment ef basal bone. It has recently been stated?* that the mandible is more 
able to accommodate the teeth placed in it than the maxillae—there is no scien- 
tific foundation for this statement, and it is certainly not born out clinically, 
for all of you see a large number of cases with well-formed maxillary arches 
and crowded lower arches; particularly is this so when there is a deep overbite. 
To attempt to fit 32 teeth into the basal bone provided is rather like trying to 
push a size 12 foot into a size 9 shoe. The answer is the reduction of the 
number of dental units, but it must be done by removing the right tooth at 
the right time and guiding the remaining teeth into their correct position— 
both of these are equally important. It is useless to let the malocclusion 
develop to its fullest extent and then hope to improve it by haphazard extrac- 
tion of various dental units. You must work out your plan early in denture 
history. 

Additional space is best provided in these cases by the removal of either 
the Ist permanent molars or the 1st bicuspids and the choice between these 
teeth depends on two things: firstly, the amount of space it is required to 
gain—the removal of first molars will give you more room than the removal 
of the first bicuspids—and secondly, the dental condition of the teeth. One 
would not consider the removal of perfectly sound first bicuspids and leave 
heavily filled first permanent molars in position. 


The removal of the first bicuspids—These are possibly the first choice. 
As stated by Chapman*‘, these seem to represent the nodal points in the arch 
towards which both the anterior segment and the distal segment migrate. 
This is a most important point to remember because some mesio-distal adjust- 
ment of the arch can sometimes be gained by checking the drift of the teeth 
in one direction or another by means of a small denture. The most important 


22. Adamson, Kenneth T.—Orthodontics for the general practitioner. Aust.J.Dent., 
51:150, 1947. 

23. Heath, John S. R.—Planned minimum orthodontic treatment. Aust.J.Dent., 
53:286, 1949. 

24. Chapman, Harold.—Orthodontic extractions as part of treatment, Internat.J.Orth., 
Oral Surg. & Radiography, 18:581, 1932. 
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thing to remember about the removal of these teeth is that they should be done 
early in the denture history, by this we mean, as soon as they erupt. Their 
removal before eruption, as has been advocated by some writers, frequently 
proves to be a two-edged sword, particularly in the maxillae, as it does not 
enable one to control the subsequent drift of teeth on either side of the space 
so created. 


Fig. 26. Fig. 27. 
Fig. 26.—Case illustrating result that can be obtained by correct timing of bicuspid 
extractions. 
Fig. 27.—The type of malocclusion that can be prevented by well-timed bicuspid 
extractions. 


A great deal of criticism has been levelled at the removal of the first 
bicuspids on the ground that it nearly always leaves a space which does not 
completely close but, if this occurs, it is because the teeth have been removed 
too late or unnecessarily. Fig. 26 shows the result that can be obtained 
with correctly timed extractions, Fig. 27—the type of malocclusion that can be 
prevented by such extractions. 


First permanent molars. These are the most important teeth in the dental 
arch. Unfortunately in this country they are often carious and heavily filled. 
If it is felt that their life will only be a brief one, they should be romoved 
before the dentition is completed. The time and method of their removal 
will be determined by the type of malocclusion with which you are dealing. 


If the malocclusion is an ordinary Class I, with no mesio-distal discrepancy, 
it is the correct procedure to remove all four at the one time but, if possible, 
not too early. The ideal time is when the bicuspids are fully erupted and just 
before the eruption of the lower second permanent molars. This should be 
possible according to our chronological table of teeth eruption, but in actual 
practice such a condition rarely presents. 


The important thing to remember is that the mandibular first permanent 
molars should be removed prior to the eruption of the second permanent molars. 
If this is not done, the second molars will not move forward evenly but will 
tip towards the mesial in the place previously occupied by the first molar and 
a food pocket will be formed between the mesial surface of the second molar 
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and the distal surface of the second bicuspid. It is also important to remember 
that if the molars are removed in the mixed dentition a bite plate must be 
employed to control the vertical dimension during the transition period from 
mixed to permanent dentition. Sometimes, due to the irregular eruption of 
teeth, the eruption of the second molars is so advanced as to necessitate the 
removal of the first molars before the completion of the eruption of the bicuspids, 
and once again in these circumstances a bite plate must be used. 


If a molar is lost in one jaw on one side in a Class I case and the teeth are 
in normal mesio-distal relationship, in order to maintain a balanced occlusion 
a corresponding tooth should be extracted in the opposing arch, but X-ray the 
third molar area before this is done, to make sure that one is not reducing 
the masticatory area in that region to one molar only, as has frequently been 
done due to the absence of third molars. 


In Class I cases with the upper mesial, it is possible to produce a most 
spectacular correction of this malocclusion with two dentures and the extrac- 
tion of upper first permanent molars. The only stipulation is that the case 
shall be a true Class I with the upper mesial and not a Class II, and the bite 
must not be closed. The procedure is to remove the two first permanent molars 
from the upper arch after the second molars have erupted. A bite plate is then 
made holding the second molars distally and propping the jaws apart by means 
of a bite plate behind the four upper anteriors so that there is no cuspal inter- 
ference. The plate is stabilised by two clasps around the laterals for some 
months, when the upper right left 3, 4 and 5 will drift distally till they assume 
their normal mesio-distal relationship with the lowers, after which the clasps 
can be removed and the second molars allowed to drift forward into normal 


contact with the distal of the second bicuspids. During this process a new 
plate is made with finger-springs brought around on to the front of the upper 
incisors and they are brought back to normal relationship with the lower teeth. 
This process is illustrated in Figs. 28-31. 


Fig. 29. 


Fig. 28.—The type of case which can be corrected by correctly timed extractions of 
upper first permanent molars. 


Fig. 29.—Illustrating stage where distal drift of lateral segments is almost completed. 
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This is denture guidance plus simple appliances at its best—not an ideal 
treatment, but it has a definite place in mass orthodontics. 


Fig. 30. Fig. 31. 
Fig. 30.—Distal drift of lateral segments complete and incisors retracted with plate 
similar to that used in thumb-sucking. 


Fig. 31.—Illustrating principle of controlled drift; clasps can be seen around the 
' bicuspid checking any further distal drift of right 3, 4 & 5, and allowing 
the right 7 to move forward into correct articulation. 


To remove all four first molars at this one time in Class I cases with the 
upper mesial is wrong. The malocclusion is not improved and the patient 
has lost four teeth. Now the only remedy is to use fixed appliances (Fig. 32). i 

There are many other forms of denture guidance available which the F ; 
general practitioner can learn to work out for himself, but unfortunately our . 7 
time does not permit us to discuss these in great detail. 


Fig. 32. 


Fig. 32.—Showing first molars removed in similar case without any attempt at 
controlling the drift of the teeth. The malocclusion is as bad as before. : 
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Unlocking of the upper incisor from its lingual position in relation to the 
lower teeth can be easily accomplished, if there is space for the tooth, by the 
use of the simple plate illustrated in Fig. 34. Similarly, protruding laterals 
or protruding canines can be moved back into place, providing there is space 
for them, by the use of the appliance illustrated in Fig. 33. It is always im- 


Fig. 33. Fig. 34. 


Fig. 33—Type of plate used for retracting protruding lateral incisors or canines. 


Fig. 34.—Type of plate used for labial movement of any teeth in the maxilla. Note 
stabilising clasps and S springs. 


portant to remember that none of these appliances will work where there is 
insufficient room. This room can sometimes be gained by extraction, applying 
the principles referred to previously. 


Early elimination of cross-bite is another important form of denture guidance, 
but once again time does not permit of a detailed discussion of this factor. 

One can do little more than illustrate a principle in a lecture of this nature, 
and if I have succeeded in doing this I will feel reasonably satisfied. May I 
conclude by asking for your earnest co-operation in this most important branch 
of children’s dentistry, for it would seem that there is no other way of touching 
the vast number of malocclusions which at present go untreated. Will you help 
us to help you? 
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BLACK TONGUE. 
CASE REPORT. 
H. A. MUELLER, B.D.S. 


The patient, a woman approximately 35-40 years of age, was referred to 
me by a medical practitioner. She presented with a black, hairy type of tongue 
in the posterior region (posterior two-thirds) and complained of an unpleasant 
taste in her mouth. 


HISTORY: 


The patient had for some years worn a partial upper acrylic denture with 
no posterior palatal portion without discomfort or appearance of black tongue 
but, when she wore a full upper denture covering the posterior portion of the 
palate, she developed the black tongue condition. After leaving out the denture 
for a week, the black tongue disappeared completely, but returned when the 
denture was re-inserted. 


The denture was processed at the processing temperature (170°F.) to ensure 
that no uncombined monomer remained; and then, after a short period of use, 
the signs and symptoms re-appeared. 


The patient was referred to the United Dental Hospital, Sydney, where 
careful tests for any gastro-intestinal disturbance were undertaken. 


The result of these tests was negative. 


After an interval of some five months, the patient was again examined and 
the black condition was still present, though slightly less pronounced than 
formerly, and she said the unpleasant taste had practically disappeared. This 
respite appeared to be a temporary phase only, as the condition still persisted. 


THE ARTICULATOR 


Members of the profession are notified that copies of the 1950 edition of 
“The Articulator” will be available in October, and can be obtained on applica- 
tion to the Honorary Secretary of the S.U.D.U.A, Dental Hospital, Sydney, 
at 3/6 each. 
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DENTISTRY IN MALAYA. 


REPORT BY NURIDDIN BIN MopDH SALLEH.* 


INTRODUCTION. 


The history of dentistry in Malaya, in the modern nomenclature of Dental 
Science, does not date very far back. Prior to the adoption of western dentistry 
one can trace from history the primitive native method of cleaning the teeth 
with fresh twigs, husk, charcoal, sand and many other forms of abrasives or 
gritty substances. As caries has been known since the origin of mankind, the 
unrecorded mode of allaying pain from an aching tooth was to stuff the cavity 
with ground flower of cloves mixed with lime or to smoke the dried twigs of 
the chili plant. Another common remedy was to pack the carious tooth with 
leaves of the poppy plant. 

Scientific prosthesis was unknown. The only mechanical restoration ever 
recorded was the carving of dentures from ivory, horns, shell and cast gold. 
Preservation of teeth was accomplished by using the oil extracted from nut-shell 
mixed with wolfram and smeared on the teeth. This was often seen and occa- 
sionally met with in the remote area of the country, especially among the 
aborigines. It left a black, dull, tenacious staining which was believed to give 
a protective covering to the teeth. 


After World War I, when Malayan tin and rubber stepped into the world 
market and when modern development and scientific expansion was the rule of 
the century, some adventurous English and Western-trained dentists opened 


private practices in Singapore and at one or two towns in Malaya. These 
pioneers found that the material was in abundance, the scope was boundless, 
and the returns were fat and plentiful! They found they had to compete with 
a host of ideograph-educated, unscientific, mechanical, oral artisans whose 
ingenuity was inborn in their race and whose more glittering results were 
achieved with much less labour. 


After attaining maturity and conscious of its responsibility, the govern- 
ment realised the importance of the science to the general health of the popula- 
tion and, in order to protect the swarms of the “Dento Smith” artisans, 
introduced an enactment which required that anyone practising dentistry in 
Malaya should be registered. Hence, in that country at present there are two 
types of dentist: 

(a) The registered dentist. 

(b) The qualified practitioner. 


(a) The registered dentist. 


This category of highly skilled artisans is commonly known as “Toekang 
Gigi.” These untrained, unqualified, remarkable men have usually started as 
assistants to their predecessors and/or have been carrying on the trade which 
has existed in the family for generations. A great majority of them are 
Chinese, some are Japanese, and there are a few Indians and Indonesians. 
They are to be found almost everywhere in the towns and small villages through- 


*Commonwealth UNESCO Fellow working at Melbourne Dental Hospital, holds 
Licentiate in Dental Surgery from Medical College, Singapore. 
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out the country. They carry on their business—practical gold-moulding method 
—often in conjunction with a goldsmith, by all manner of unscientific and 
unhygienic reconstructions imaginable: from crowning a loose stump to a 
pontic on a partly erupted tooth; from the layer of one two-thousandth of an 
inch foil to the thickness of sovereign gold plate. 

(b) The qualified practitioner. 

These are scientifically trained personnel. They are graduates of 
Universities or Colleges, and possess a Degree or Diploma registrable in the 
Dental Board of the United Kingdom. Many of them are graduates of the 
King Edward VII College of Medicine and Dental Science, but there are 
others who had their training in America, Europe and Japan. 


DENTAL FACULTY OF THE KING EDWARD VII COLLEGE OF MEDICINE, SINGAPORE. 


True, this is not a chronological report, but the honour of being the man 
who laid the firm and sound foundation of the Faculty of Dental Science in the 
College goes to the indefatigable Professor E. K. Tratman. At that time he 
was the Professor of Dental Surgery of the Medical College and Consultant 
Dental Surgeon of the General Hospital, Singapore. Through his untiring effort 
and the firm support of his numerous colleagues, particularly Mr. C. F. Mummery, 
and a host of other officials in the medical services, as well as the solid stand 
taken by the College Council and the generosity of the Government, the Faculty 
of Dental Science was established in 1926. 


Following its elder brother—the Medical College—this new branch was 
nursed, fed and brought up in the same manner and modelled on Dental Schools 
in England. The curriculum, syllabus, prerequisites and even the material and 
the teachers are practically 100% British; the subjects, however, are mostly 
Asian. It is a matter of insemination of Western knowledge into the Eastern 
mind. 


ACADEMIC TRAINING. 


The minimum period of training is five years. The first year is spent in 
the study of Science — Physics, Chemistry, Biology, including Zoology and 
Parasitology, and Practical Dental Mechanics. A student, after attaining a 
certain standard of efficiency and ability, would begin his second year in the 
study of Organic Chemistry, Biochemistry, General Anatomy and Physiology, 
in addition to his Practical Dental Mechanics. Having passed his second pro- 
fessional, the student attends the course in Materia Medica and Pharmacology, 
Bacteriology, Pathology and Histology, Dietetics, Metallurgy, Optics, Practical 
and Conservative Surgery. Then comes the fourth year with lectures in 
General Medicine and Surgery, Anaesthetics, Radiology, Ethics, Orthodontics, 
General Nursing and Special Oral Surgery and Pathology A, in addition to Dental 
Hospital practice; in the final year—more specialized teaching and more work 
in Dental Hospital practice, and Clinical Medicine and Surgery in relation to 
Dental Surgery. Specialty becomes the grind and stepping-stone of the 
student’s final year. 


Altogether, a student is expected to devote at least 4,000 hours to practical 
work—2,000 for Hospital practice and 2,000 for Practical Dental Prosthesis— 
in addition to the regular curriculum to be followed. 
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After the completion of the strenuous years at the College, a graduate 
steps into the business world as a private practitioner or in public service, with 
a mission for the alleviation of human sufferings, the promotion of the pro- 
fession, and the practice and dissemination of the teaching of Aesculapius. 


THE PUBLIC DENTAL SERVICE. 


This branch of service is ancillary to the already well-established medical 
services. It is centrally administered by the Chief Dental Officer who is in 
turn formally responsible to the Director of Medical Services (somewhat akin 
to the Minister for Health). 


There are more than forty government dental clinics scattered throughout 
Malaya and they are usually attached to hospitals. Treatment is rendered and 
provided for the needy and poor and for those who cannot afford the services 
of a private practitioner. The majority of these government-employed per- 
sonnel work in specified regions or areas. Their prime duty is to attend to the 
children of pre-school and school-going age up to twenty-one years and to pre- 
and post-natal mothers. Often they nave to travel many miles into the country, 
where a river is the only means of access, to continue the treatment. Hospital- 
ized and elderly patients are also attended. Many of the general public are 
treated for the immediate relief of pain, often in face of transport difficulties. 


CONCLUSION. 


It is with great optimism that I say that, in spite of the setback during the 
last Pacific War, the spirit imbued 1n the work accomplished and the principles 
transmitted through the initial hazardous years are steadily and definitely 
appreciated by the general public. Confidence in this science of treatment, the 
art of mending, the method of teaching and infusing the value of dental and 
oral health in relation to the moral and physical well-being of the citizens of 
the State calls for the co-operation of all—an investment that would be harvested 
in healthy and happy beings, useful members of society. 
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DENTAL MATERIALS 
CURRENT NOTES (No. 2).* 


Burs and Points: 


Work is well under way at the Commonwealth Bureau of Dental Standards 
in the development of test methods for steel burs and in this regard considerable 
help has been received in the past from U.S. authorities and firms. Of interest 
are the recent papers of Larsen! of New York which refer in particular to 
tungsten carbide burs and diamond points and their demonstrated superiority 
over steel and carborundum instruments. The author gives details of the 
proper selection of instruments and the technique of their use which are 
necessary to ensure maximum efficiency. 


Some Amalgam Data: 


A survey organised in the U.S.A. has shown that amalgam restorations 
consume the greatest single share of the dentist’s time?. The proportion of 
time devoted to alloy fillings averaged 22 per cent. compared with 11 per cent. 
for full dentures and 9 per cent. for silicate fillings. The frequency of such 
restorations naturally provides a fertile ground for statistical research, the 
latest being concerned in the amount of mercury retained. Phillips and Swartz’ 
report an average mercury content of 45.4 per cent. for 100 restorations, 
although variations from 28 to 61 per cent. were noted. It is pointed out that, 
with care, the amount of mercury remaining in restorations can be minimized, 
thus assuring maximum strength and resistance to tarnish. Mosteller*, who 
also reminds us that excess mercury will cause darkening in spite of polish, makes 
a plea for thoroughness in finishing and polishing amalgam restorations and 
advises how this is best achieved. 

The Bureau of Dental Standards now has very accurate equipment for measur- 
ing the dimensional changes of alloy specimens held at a temperature of 37°C. 
interferometers are used following the general principles employed at the U.S. 
Bureau of Standards, and changes in length of less than one micron 
(40/millionths of an inch) can be observed. This is essential as Australian Dental 
Standard No. T.2 requires an expansion of 2 to 15 microns per cm. at the end 
of 24 hours. The only other such equipment in use in Australia was designed 
and built by Mr. A. Busby, of Glover & Goode Pty. Ltd. 


Silicate Cements: 

The first revision of American Dental Association Specification No. 9 for 
Dental Silicate Cement, which will become effective this year, has been pub- 
lished®. Some changes have been made in the test methods and requirements 


*Contribution from the Commonwealth Bureau of Dental Standards. 


. Larsen, N. L.—Efficient Use of Carbide Burs and Diamond Points for Cavity 
Preparation. Dental Digest 55:442-8, 495-502 (Oct., Nov., 1949). 

. Anon.—Alloy Fillings Consume Greatest Single Share of Dentist’s Time. Dental 
Survey 25:1643-5 (Nov., 1949). 

. Phillips, R. W. and Swartz, Marjorie L.—Mercury Analysis of One Hundred 
Amalgam Restorations. J.D.Res. 28:569-72 (Dec., 1949). 

. Mosteller, J. H.—The Finishing of Alloy Restorations. Dental Digest 56:15-17 
Jan., 1950). 

- Sotetkoreee. G. C., et al—A.D.A. Specification No. 9 for Dental Silicate 
Cement: First Revision, Effective July 1, 1950. J.A.D.A. 40:186-93 (Feb., 1950). 
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and this information has come at an opportune time in view of the proposed 
activities of the recently formed Standards Association Sub-Committee on 
Cements. 


Hydrocolloids: 


Another Australian Dental Standard under critical consideration at present 
is one for hydrocolloidal impression material, and here also a timely paper by 
Cresson® has come to hand. Through previous communications with the author 
it has been possible to incorporate some of his suggestions in the draft specifica- 
tions. For example, it is proposed to substitute a requirement for set after a 
given strain instead of after a given stress as in the present A.D.A. specifica- 
tion. This is more in keeping with conditions in actual practice where the 
degree of undercut and not the stress induced in the impression material during 
withdrawal is the basic factor. 


While on this subject, attention should be drawn to another useful contribu- 
tion from Skinner and his colleagues’ on hydrocolloids both agar and alginate 
types. The authors conclude that most modern (U.S.) hydrocolloidal 
materials whether reversible or non-reversible were equally capable of producing 
accurate impressions. A rational technique is presented for each type to 
ensure the most satisfactory results but full details cannot be given here. One 
conclusion was that for best results the model should be poured immediately 
after the impression has been obtained. 


Two recent clinical papers*:® show how useful the reversible hydrocolloids 
in particular can be for indirect restorations ranging from inlays, small bridges 
to complex full mouth reconstruction. Both stress the consequent reduction in 
chair time and tension for patient and practitioners alike. 


6. Cresson, J.—Suggested Revisions for Testing Dental Elastic Impression 
Materials. J.D.Res. 28:573-82 (Dec., 1949). 

7. Skinner, E. W., et al.—Reversible and Irreversible Hydrocolloid Impression 
Materials. J.A.D.A. 40:196-207 (Feb., 1950). 

8. Thompson, M. J.—Reversible Hydrocolloid Impression Material: Its Treatment 
and Use in Operative and Prosthetic Dentistry. J.A.D.A., 39:708-20 (Dec., 1949). 

9. Schaffer, J——Hydrocolloids for Indirect Inlays. Dental Digest 55:550-5 (Dec., 
1949). 
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EDITORIAL DEPARTMENT 


BONE 


Bone, the skeletal foundation around which is moulded the soft tissues, 
provides a mechanical structure upon which the human physiology can function 
and thus has an important place in dental surgery. 


The dental surgeon will find in very few cases that he can disregard the 
particular characteristics and qualities of bone. Certainly, in oral surgery few 
operative procedures can be undertaken without some interference with the 
bony structure. 


It is extraordinary that in many cases large portions of bone may be 
traumatized in operative procedures in the mouth, and yet very little clinical 
evidence appears of unfortunate sequelae. 


In general, it may be said that, where a wound is made in the tissues, 
it is essential that it be closed promptly provided, of course, that there are 
no foreign bodies enclosed in this wound. The closure protects the blood 
clot which forms rapidly and ensures the immediate operation of the repair 
mechanism whereby the continuity of the tissues is restored. However, where 
a tooth is extracted, the opportunity of closing the wound is lessened, especially 
if the extraction of the tooth is undertaken by means of forceps, and even where 
so-called surgical removal is undertaken there is a tendency for a space to be 
left in the wound which must perforce be filled with a blood clot; as the saliva 
and fluids which are taken into the mouth may rapidly disturb this, the chances 
of an uneventful recovery are somewhat lessened. 


There have been many attempts to develop procedures for avoiding these 
cavities in the alveolar bone, some designed upon the use of gelatin as a base 
with haemostatic agents or antibiotic agents incorporated. More recently the 
salts of alginic acid have been developed and, by their action in rapidly causing 
clotting and firmly sealing the wound over, have done much to remove many of 
the painful and disconcerting reactions following surgery in the mouth. 

Lately, an attempt has been made to extend the use of some of these agents 
to the stage where alterations to the form of the alveolar bone may be effected. 
All are familiar with the picture of the edentulous mouth in which unfortunate 
protuberances of bone remain in certain areas of both upper and lower jaw 
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or the rapid resorption of the alveolar process to the stage where a sharp ridge 
of bone remains to disconcert the prosthetist. 


Some attempts have been made, however, to overcome this difficulty and 
recently a clinical investigation has been undertaken to determine the value 
of “sub-periosteal synthetic bone implantation.”* The rationale of the pro- 
cedure is the use of gelatin base with mineral salts added more or less on the 
basis of the mineral content of the normal bone; these implants are placed 
beneath the periosteum and the gum tissue is replaced and lightly sutured, 
avoiding tension on the soft tissues, the aim being that in the process of repair 
and osteogenesis the implant may be substituted by heavy tissue or dense con- 
nective tissue of a texture adequate for the retention of the denture. To date 
the investigation shows great promise and it is left to clinical observation to 
determine the extent and duration of such implants and whether the. ultimate 
picture is completely one of bone regeneration in the particular area. How- 
ever, in the light of present knowledge, the investigation shows that the method 
is a satisfactory one of eliminating so-called undercut alveolar ridges without 
necessitating the removal of over-hanging bone. 

In the lower jaw the degree of deposition seems to vary inversely with the 
amount of muscle tone in the lower lip and post-operative discomfort in the 
cases examined has been negligible. The new tissue appears to be definitely 
bone. 

If this method can be developed, and in the light of present knowledge 
there appears to be nothing against its use, considerable advantage should accrue 
in the fields of prosthodontia. 


*W. E. Costigan, North Western University Bulletin, 50:12, March, 1950. 


News and Notes 


WESTERN SUBURBS DENTAL GROUP 


Gn Tuesday, 18th July, 1950, the Western Suburbs Dental Group held their 
Twelfth Annual General Meeting at “Wyoming’’, Strathfield. Despite the very 
inclement weather there were 55 members and visitors present, including 
representatives from the Blue Mountains Division, the St. George Dental 
Association, and the Eastern and Northern Suburbs Dental Groups. 


A most successful year for the Group was brought to a conclusion by the 
election of Officers and Committee, which resulted as follows :— 


President: Mr. R. G. Leeder. 

Patrons: Dr. J. S. Baird, Dr. E. R. Magnus. 

Past-President: Mr. R. V. Hawthorne. 

Vice-Presidents: Mr. F. Dennett, Mr. H. Osborne. 

Hon. Secretary: Mr. R. Dennett. 

Hon. Treasurer: Mr. D. Steele. 

Committee (elected by ballot): Dr. R. Cloutier, Mr. B. Maundrell, 
Mr. L. Kluver, Mr. H. Croxon, Mr. R. Norton. 
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ROYAL NEWCASTLE HOSPITAL 


A vacancy exists for an Assistant UVental Surgeon on the staff of Royal 
Newcastle Hospital, offering experience in all phases of dental practice. Salary 
£13 8s. Od. per week for a first year appointee or £15 1s. Od. if of twelve months’ 
experience. 


Applicants are requested to forward full particulars as to age, qualifications 
and experience and enclose copies only of credentials. 
A. E. Sharp, 
Secretary. 


THE AUSTRALIAN SOCIETY OF ORTHODONTISTS 


The opportunity was taken during Congress for a meeting of the Australian 
Society of Orthodontists. At this meeting the following officers were elected :— 


President: Dr. A. Thornton Taylor. 
Honorary Secretary/Treasurer: Mr. R. Y. Norton. 
Council: Dr. K. T. Adamson, Dr. R. W. Halliday, Dr. V. P. Webb. 


PRACTICE FOR SALE 


Established dental practice—Singapore. Situated latest office building. 
Comprising seven rooms air-conditioned throughout. Modern equipment includ- 
ing X-ray. Averaging over £A400 monthly. Expanding. Quick sale due to 
ill-health. Price £A3,000 inclusive. Apply Editor. 


DENTAL HEALTH EDUCATION DEPARTMENT 


Members are reminded that several publications issued by the Department 
are available for distribution to their patients. This material is recommended 
as a simple and practical means of educating patients in matters of great 
importance to their dental welfare. 

Included in the publications are the following, and members can obtain 
them on application to the Secretary of the Association, 135 Macquarie Street, 
Sydney. ’Phone BU 3045. 

“Oral Hygiene”—a folder explaining, in simple language, the necessity for 
and methods of attaining a clean mouth. Every patient needs this educational 
folder.—Free. 

“Toothbrush Technique’’—an illustrated folder to supplement the above. 
This has proved of great practical value. These folders cost 10/- per 100. 


“Healthy Mouths”—a comprehensive and illustrated booklet for all ages, 
fully covering the field of education in dental health matters. This publication 
is highly recommended.—F ree. 

“Your Baby’s Teeth and Your Own’—a booklet prepared for the use of 
expectant mothers.—Free. 


393 


, 
; 
— 
| 
4 
i 
. 


The Dental Journal of Australia, Augusi, 1950 


Association Activities 


AUSTRALIAN DENTAL ASSOCIATION 
(NEW SOUTH WALES BRANCH) 


Extract from Minutes of Meeting of Executive Committee held in the Council 
— House, 135-137 Macquarie Street, Sydney, on Monday, 10th July, 1950, 
at 7.30 p.m. 


Present: Dr. E. R. Magnus, President, in the Chair; Dr. A. G. H. Lawes, Vice- 
President; Dr. R. M. Cloutier, Honorary Treasurer; Mr. H. McD. Finnie, Mr. W. A. 
Grainger. Mr. R. G. Leeder, Mr. R. Y. Norton, Mr. J. W. Skinner, Mr. Ralph Tompson, 
Mr. R. W. Wilson; Mr. C. D. Reynolds, Newcastle & Hunter River District Division; 
Dr. A. G. Rowell, Western Division. 


Apologies: Dr. J. V. Hall Best, Mr. N. E. Edney, Dr. F. E. Helmore, Vice- 
President; Mr. R. Krauss, Mr. F. R. Reid, Mr. H. R. Sullivan, Mr. J. D. Benson, North 
and North-West Division. 


In attendance: Mr. Robert Harris, Secretary. 


Minutes: The minutes of the meeting held 19th June, 1950, were signed as a 
correct record. 


Business Arising from Minutes: 


Dr. Terrell’s lecture tour: The Secretary reported that the arrangements for 
Dr. Terrell’s lecture tour of the country districts were almost complete and that the 
Church of England National Emergency Fund Memorial Centre Hall had been booked 
for his lectures in Sydney; the lecture at Lismore will be held at 4 p.m. instead of 
2.30 p.m. in view of the difficulties of transport but otherwise the arrangements are 
as previously stated. 


Congress Commission: 


The Secretary reported that Congress activities were progressing satisfactorily; 
a preliminary screening of some of the films had been held and the S.S. White Co. 
of Australia is arranging for a film “Airbrasive’’, depicting a new technique of cavity 
preparation, to be made available as a first release. 


These films will be screened on the Thursday morning and will be sent to New 
Zealand after Congress and then back to America, but some may be available 
immediately after Congress and arrangements will be made for students to see them; 
one or two films may remain in Australia on permanent loan. 


Reports from Committees: 

Survey of Fees: Mr. Skinner reported that the Survey of Fees Committee had 
given consideration to initiating propaganda on fees and on the general introduction 
of a consultation fee. 


It was resolved (1) that the tabulations of the Survey of Fees, as presented to 
the Executive by the Survey of Fees Committee on 8th May, 1950, be circulated by 
post to all members of the Branch; (2) that an explanatory covering letter be sent 
which will include the report of the Survey of Fees Committee presented on 8th May, 
1950, excluding paragraph 5 and the appendix relating to the rise of costs of conducting 
a practice. 


Consideration was then given to a third recommendation from the Survey of 
Fees Committee: 
“That in view of the suggestion of the country delegates that a consultation 
fee be generally charged, it is suggested that a general meeting of the 
Australian Dental Association, New South Wales Branch. be held in 
September to discuss this question and that of current fees generally,” 
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and in the ensuing discussion it was suggested that it was not within the province 
of the Association to discuss fees or to suggest any minimum or maximum fees. 


It was resolved that this recommendation be not approved and that the Syllabus 
Committee be invited to arrange some other topic for the September general meeting. 


Membership: 


New Members: It was resolved that the following dental practitioners whose 
applications were in order and who had paid the requisite subscriptions be admitted 
to membership of this State Branch, as from 10th July, 1950: 


Barrington, Kevin Morris, B.D.S.; Carolan, Barry Joseph, Dr.; Humphries, 
Victor Alfred, B.D.S.; Kelleway, Ivor Lee, B.D.S.; Latimer, Lorna June, B.D.S.; 
Morris, John Fosbrook, B.D.S.; Pidcock, John William, B.D.S.; Shilland, Alan 
Wallace, B.D.S.; Da Rosa, Denis Gerard, B.D.S. 


Correspondence: 


Federal Office Finance: A letter dated 23rd June, 1950, from the Honorary 
Secretary of the Australian Dental Association was read setting out a resolution 
passed at the Federal Executive meeting on 7th May, 1950, intimating that an 
increase in revenue will be necessary for the future conduct of the affairs of the 


Association. 
It was resolved that this letter be received. 


Dental Health Exhibit at Congress: A letter dated 30th June, 1950, from the 
Congress Commission was read intimating that it would not be possible to provide 
more than £150 towards the cost, £320, of the proposed Dental Health Section Exhibit 
and suggesting that the State Branch Executive might consider sharing the cost, 
particularly in view of the fact that the Exhibit is to be presented after Congress 
to the Dental Health Education Department. Mr. Tompson explained that the 
Exhibit would consist of floodlit coloured photographs with scripts highlighting 
children’s preventive dentistry. It was noted from estimates which were tabled 
that it was anticipated that there would be approximately £50 remaining in the 
Dental Health Fund at the end of the financial year. 


It was resolved (1) that the Executive Committee grant the sum of £150, of 
which £50 is to be provided from the Dental Health Education Fund, to defray the 
cost of the Dental Health Education Section of Congress Exhibit in the basement 
of the Town Hall during Congress week, over and above the £150 voted for the pur- 
pose by the Congress Commission and that a request be made that this sum be 
refunded to the State Branch if the Commission funds show any surplus; (2) that, 
in the event of any of this money becoming the financial responsibility of this State 
Branch, any such amount be made a charge against the Dental Health Education 
Account to be written off over a period of three years. 


Fees for Treatment of Military Personnel: A circular dated May, 1950, from 
the Department of the Army relative.to fees for the treatment of military personnel 
by civilian dentists was received. 


Dental Research Scholarship: A letter dated 22nd June, 1950, from the Registrar 
of the University of Sydney requesting payment of £150 as this Association’s con- 
tribution towards the second half-yearly instalment of the salary of Mr. B. Lilienthal 
who holds the Australian Dental Association, N.S.W. Branch, and Walter and Eliza 
Hall Dental Research Scholarship, was read. 


It was resolved that payment of this £150 be made to the University of Sydney. 


Dental Attendants & Secretaries Conciliation Committee: A letter dated 13th 
June, 1950, from the Industrial Registrar’s Office was read intimating that nomina- 
tions should be made for the appointment of a member and alternate members of the 
Dental Attendants and Secretaries Conciliation Committee. 


It was resolved (1) that Mr. Harris be nominated as the Association’s member 
on the Conciliation Committee and that Mr. Edney be nominated an alternate 
member; (2) that Mr. Norton be nominated as a second alternate member of the 


Committee. 
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Federation Dentaire Internationale: A letter dated 23rd June, 1950, from the 
XIth International Dental Congress of the Federation Dentaire Internationale relative 
to an invitation to Mr. A. R. Docking to speak at the International Dental Congress 
in London in 1952, was read and received. 


Gilbert Henderson and Sgn.-Comdr. Richards: Letters of thanks for expressions 
of congratulations on the honours recently bestowed on them from Mr. Gilbert 
Henderson and Surgeon-Commander Richards were received. 


Suburban Dental Groups: 


Dr. Lawes suggested that the suburban dental groups should be informed of 
the happenings relative to the Federal Office so that there would be unanimity in 
any action taken by the Executive and pointed out that the Groups did not have 
representation on the Executive Committee in the same way that the Divisions had. 


It was resolved (1) that this Executive authorise the Committee of the Honorary 
Officers to call a conference of two delegates from each of the Suburban Dental 
Groups to discuss matters pertaining to the Federal Body and such other matters 
as may be thought fit, such conference to be held within the next fortnight and 
the proceedings thereat reported back to the Executive Committee; (2) that, if as a 
result of this conference the Group agree that they wish to be informed of the New 
South Wales Branch’s activities in regard to the Federal Body, the Honorary Officers 
be authorised to accept invitations to lecture on this subject to the Groups. 


The meeting terminated at 10.00 p.m. 


MEMORY DINNER 


The Annual Memory Dinner, of former members of the old Dental Associa- 
tion of N.S.W., will be held at the Hotel Sydney, on 26th October, 1950, at 
6.00 p.m. 


Every effort will be made to circularize all those concerned, but it will be 
appreciated if anyone interested whq has not yet received such notification 
would communicate with Mr. F. Nicholls, BW 9020, or Mr. L. S. McKern, 
810 Military Road, Mosman, XM 2765. 


Remember the date—26th October, 1950. 
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New Books and Publications 


Atlas of Oral and Facial Lesions, by Ralph Howard Brodsky, D.M.D., Balti- 
more, 1948. The Williams & Wilkins Company. Price £52 16s. 0d. Our 
copy by courtesy of Angus & Robertson Ltd., Sydney. 


This atlas is a new departure in dental or medical literature. It consists 
essentially of a carefully prepared reference list of 100 Kodachrome slides and, 
where necessary, radiographic evidence is presented of the various lesions along 
with the detailed information on each slide. 


A wide range of tumours and lesions of the soft tissues are listed and 
information is given as to the clinical condition of each case. Also, a short 
note on therapy is given at the end of the clinical story. 


Clearly the material has been collated over a period of years by Dr. Brodsky. 
He quite frankly admits that he does not intend to convey a complete clinical 
picture of the treatment for each case, but merely lists an outline of the 
therapy. He is more interested in presenting the clinical picture of the lesion 
and, if the remaining 98 Kodachrome slides are of the standard of the two 
presented with this review copy, then the material would form an excellent 
basis for anyone interested, in particular, in the variety of lesions which are 
found in the oral cavity. 


To those specialising in this field, it would appear that here is a ready 
reference to the frequently found lesions in the mouth, and to those not so 
frequently found. 


It has been said many times that the mouth is a barometer in that the 
patient’s physician would do well to know the details of various reactions which 
are exhibited in the oral tissues and have a clearer picture of the patient’s 
general condition. 

As a teaching aid, although it is obviously desirable to have first-hand 
information on various clinical material, this is not always possible and 
Dr. Brodsky is therefore to be congratulated on his compilation. 


The atlas is designed in such a way that each lesion or condition is accom- 
panied by a diagram which keys very quickly the Kodachrome slide. 


This new departure could conceivably be extended into other fields of dental 
education, although the economic factor may, for a time at least, prevent a 
wide reception of what is certainly a most useful method.—R.H. 


Index to Dental Literature, 1945-1947. Compiled by Martha Ann Mann, 
Bureau of Library and Indexing Service, Chicago, 1949. American pom 
Association. Our copy by courtesy of the Publishers. 


The Index appears in a new format which is pleasing to the eye and easy to 
read. It now covers one hundred and forty-four English language publications 
from Australia, Canada, England, India, New Zealand, South Africa and the 
United States. 
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The old form of the Index has now been completely changed, so that the 
Dewey Decimal System of classification has been abandoned and subject head- 
ings are used to classify material — author and subject matter are listed in 
alphabetical form. The fact that this is the third volume appearing in this 
form would appear to indicate that it will now be a permanent feature, and 
despite the many valuable features of the Dewey Decimal System, within the 
dental field at least, the alphabetical index has some distinct merit. 


Once again we can compliment the workers who have contributed such a 
wide and comprehensive adjunct for library, editorial and research activities. 
It is noted that the printing is by the offset process which, together with 
the high quality of the paper, has produced a volume of excellent standard.—R.H. 


Biology, by P. D. F. Murray, M.A., D.Sc., London, 1950. Macmillan and Com- 
pany. Price £1 5s. 0d. (English). Our copy by courtesy of the publishers. 


The author, now occupying the Chair of Zoology in the University of 
Sydney, has designed the work primarily for the use of medical students studying 
biology among their preliminary sciences and for students taking the subject 
in higher classes in secondary schools. An exceedingly wide range of matter 
is presented in an interesting manner and with appropriate illustrations. 


It is clear to the reader coming back to read such a subject how important 
its study is for those contemplating medicine, dentistry, agriculture or 
veterinary science and how frequently does the student in his earlier years 
tend to look upon such a subject as an additional and possibly unnecessary chore. 


The author has endeavoured, and with considerable success, to include 
within the one book a wide range of information on plants and animals in such 
a manner as to stress the parallelism between the evolution of the two and 
presents many aspects of plant and animal physiology which lay the foundation 
for a wider study in the particular fields of human anatomy and physiology. 


The chapters devoted to evolution and growth patterns and changes are 
stimulatingly presented and will serve to confront the reader with the necessity 
of approaching the fields of tertiary education with an untrammelled mind. 
When the reader comes across a passage where reference is made to the biblical 
account of creation in such a sentence as “There is in history no more devastating 
example of the paralysis inflicted upon the human mind by undue reverence 
for the written word,” it is realised that here is an author who is prepared to 
throw down the gauntlet and is himself willing to admit his own written word 
to close scrutiny and rejection or approbation. 

This example is quoted simply as an illustration of Professor Murray’s 
dispassionate approach to his subject and as a reminder to the reader that in 
science one cannot believe—one must conclude. 

The book is well set out, with an extensive index, and therefore is easy for 
reference.—R.H. 
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Prepared to a 
prescription worthy of 
your recommendation! 


V INCENT’S A.P.C F 


is prepared to the original 
hospital prescription first 
prescribed by the Medical Superintendent 
of one of Australia’s largest public hospitals. 
Because the medicinal value of the constituents of 
VINCENT’S A.P.C Powders and Tablets is recognised and 
the worth of their therapeutic action has been proved 
for over 30 years, we would ask you to give 
consideration to prescribing VINCENT’S A.P.C 


WHEN TO PRESCRIBE VINCENT'S A.P.C 


1. BEFORE PATIENT appears at the Surgery, to reduce the 

' fear complex usually associated with dental operations. 

2. AFTER OPERATIONS, to alleviate post-operative pain. 

3. FOR RELIEF OF HEADACHES, either from neuralgic 
or systemic origin. 


VINCENTY’S contains Aspirin to relieve the pain, Phenacetin to 
reduce the temperature and Caffeine to stimulate the nervous system. 


Recommend Vincent's A.P.C with Confidence! 


Say you saw it in ‘‘The Dental Journal of Australia’’ xvii 
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It is over one hundred years ago, since the firm of Flavelles 
was established in Sydney ... . the first in Australia 
to seriously make a study of the material needs of the 
Dental Profession. To-day, Flavelles Dental Pty. Ltd. 
is carrying out the ideals of its Founders, by giving a Service 
in keeping with the true tradition of men of courage and 
vision, for it was upon Service that the Flavelle organisation 


was built. 


Service is not a product that can be packed and wrapped 
. . .. it is something that can only be developed by con- 
scientious and tireless effort and the moral obligation to 
“ Keep Faith.” 


To you, Flavelles pledges the continuous efforts of 
members of its organization in carrying out a real Service, 
in accordance with high ideals of The Dental Profession 
in Australia. 


FLAVELLES 


PTY... 
SYDNEY, MELBOURNE 
and NEWCASTLE 


Say you saw it in ‘‘The Dental Journal of Australia’’ 
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The Denpro 


A NEW Dental Chair 


@ The Queensland University 
Dental College, Brisbane, 
recently installed 50 Denpro 
Chairs in their new sur- 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


Designed with care, the Denpro Chair does not depart from the 
standard type but improvements have been made wherever 
possible. 

The Chair is streamlined, yet the Seat offers sufficient width 
and depth for both normal and extra large patients. 

The Head Rest is entirely new to Australia: it is graceful in 
appearance, easy to manipulate, and is adjusted with finger 
pressure. 

Finished in Baked Enamel with extra hard glossy finish, ensuring 
a good permanent appearance and in harmony with modern 
dental equipment. 


Immediate Delivery from appointed agents in all states 


Manufactured by 
DENTAL PRODUCTS PTY. LTD. 


GEBBIE STREET, MAYNE 
BRISBANE 


QUEENSLAND * AUSTRALIA 


ASK YOUR DENTAL SUPPLY HOUSE FOR A DEMONSTRATION 


Say you saw it in ‘‘The Dental Journal of Australia’’ 
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INCOME PROTECTION 


All Sickness and Accident Cover 


The 

AUSTRALIAN 
PROVINCIAL 
ASSURANCE, 


53 MARTIN PLACE 
SYDNEY 


INSURE YOUR HEALTH AS WELLASYOURLIFE 


£10 or £12 per week for disablement by any sickness or accident. 
Special protection for forefingers and thumbs. 


Air Travel on registered civilian air route covered without extra charge 
—and many other benefits. 


For further particulars .. . 


The Australian Provincial Assurance Association Ltd. 
53 MARTIN PLACE, SYDNEY 
BW 4201 (5 lines). 


xx Say you saw it in ‘‘The Dental Journal of Australia’’ 
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JUSTI 


SUGGESTS 


MUCO-SEAL Gives a perfect impression of 


the tissues in rest position. 


Cleans wax off teeth—cleans 
Wwax wax off investment. 


, ELIMINATOR Especially prepared for use with 


acrylic teeth and fully recom- | 
mended for its absolute safety. 


Are the Hardest, Strongest, 
Densest plastic teeth ever made ; 
DENTA-PEARL are duplications of natural teeth— 


CYCLO-MOLD | reproductions. 
TEETH 


Unconditionally guaranteed for 
full dentures and all prosthetic 
cases. 


Prime Distributors in Australia: 
ASSOCIATED DENTAL PRODUCTS PTY. LTD. 
Melbourne Sydney Adelaide 


Say you saw it in ‘‘The Dental Journal of Australia’’ xxi 
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Two Dental X-Ray Units 
A with a World-Wide 
Reputation 


(Above /eft.) 

Floor-type Unit. 

Philips Model 1B floor-type unit has ball- 
bearing castors to assure easy mobility. It 
is ideally suited for all intra-oral and extra- 
oral radiography. 


These two Philips Dental X-ray units 
have been enthusiastically acclaimed 
in. countries overseas and are now 
available in Australia. Both units are 
specially constructed for heavy duty 
and both operate on a K.V.P. range 
of 50 to 70. They’re easy to operate 
and offer absolute safety from electric 
shock. 


(Above, right.) 

Philips Wall-type Unit. 

Philips Model 2A is a compact wall- 
mounted unit especially designed to occupy 
a minimum of space in the smaller surgery. 
It produces highly detailed intra-cral and 
iaw rodiographs quickly and easily. 


PHILIPS X-RAY 


PHILIPS ELECTRICAL 
SYDNEY @ MELBOURNE 


INDUSTRIES OF AUSTRALIA PTY. 
BRISBANE 


LTD. 


ADELAIDE PERTH 


Say you saw it in ‘‘The Dental Journal of Australia’’ 
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You control the time factor when you use 
“Kallodent” denture base materials. At 60°F “Kallodent” 222 
gives a working time of two hours; “Kallodent” 333 gives 12 
minutes. But a blend of the two, in varying proportions, will give 
you the choice of any working time between these limits. 


You can make the fullest use of this “Kallodent” versatility 
because you can always depend on the behaviour of “Kallodent” 
under given conditions. Every phase of production is controlled 
with mathematical precision by the man who first evolved “Kallo- 
dent” in the I.C.I. laboratories. And every stage of processing 
has been standardised for you, after exhaustive research, by our 
dental department. The skill of the scientist is an invisible 
ingredient in every “Kallodent” pack. That is why 


**KALLODENT”’ 


is consistent 


*“KALLODENT”’ 222 “KALLODENT”’ 333 iC 
Slow doughing. for all Quick doughing, for tem- lee 
climates perate and cold climates. 


A full and free technical service is available at your reques: 
IMPERIAL CHEMICAL INDUSTRIES OF AUST. & NEW ZEALAND LTD 


Say you saw it in ‘‘The Dental Journal of Australia’’. 
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@ 
Pal n is the last straw that breaks the patient's fortitude. 


The more promptly he can be relieved of pain the 


greater will be his appreciation and the more lasting 


his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 
Therapeutically considered, Veganin fills a well- 
defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


Quantities of 100 tablets are 
available for Professional use. 


WILLIAM R. WARNER & CO. PTY. LTD., 
§08-528 RILEY STREET, SYDNEY, N.S.W. 


Say you saw it in “The Dental Journal of Australia”. 
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Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call—we can assure you of 
quality and distinction at a moderate price. 


Technical printing receives our special attention, and our extensive and 
exclusive range of matrices for the printing of formulae, Greek and mathe- 
matical signs and tabular matter enables us to execute this class of work at 
economic prices. 


SIMMONS LIMITED 


31-33 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


Local Anaesthesia 


No longer a luxury, but a recognised medium in mod- 
ern practice. A comfort to operator and patient alike. 


For Perfect Results, use : 


Dentosthetic Procaine 
(In two strengths: 1/1600 and 1/3000 adrenalin) 


Dentosthetic Cocaine 


Anaesthetic of outstanding merit 


Obtainable from all regular Dental Depots or the Distributors : 


CIODELL PY. LimtteD 


“Newlands House” 
e 141-143 ELIZABETH STREET, SYDNEY 
Phone: M 6794 


Say you saw it in ‘‘The Mental Journal of Australia’’. 
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CLEMENT'S ELECTRIC 
ASPIRATOR 


(SUCTION UNIT) 
MOUNTED ON TROLLEY 
For Use in Exodontia and 
Oral Surgery 

Adequate Suction necessitates the removal of large 
quantities of air to maintain sufficient negative 
pressure to be effective. 
Quietness and Long Life necessitate slow-moving 
parts. 
This pump fulfills the above requirements, as it has 
large capacity, 40 litres of free air per minute, high 
vacuum, 29.7" H.G., and low speed, 350 r.p.m. 
Vacuum Control can be fitted if required, so that 
suction can be set to any required degree, from the 
gentlest suction up to 29.7" H.G. 


ADVANTAGES IN USE 


Sponging with consequent risk of traumatization is eliminated. e 
Visibility of operative field is maintained by rapid removal of blood, saliva, etc. 

During anaesthesia, rapid removal of debris is essential to eliminate risk of inspiration 
of foreign matter into the lungs. 


H. |. CLEMENTS & SON 


XB 3492. 62/64 Pacific Highway, St. Leonards, Sydney. 


Faulding’s 


ISOTONE 


Clinical demonstrations have shown Isotone Liquid to 
fulfil our expectations. 


Reports from practitioners throughout the Common- 
wealth speak highly of its rapid and profound 
anaesthesia with total absence of toxosis and unplea- 
sant post-operative troubles. 


Isotone Liquid possesses all the qualities of a freshly 
——— solution, and its self-sterilising non-toxic 
ase ensures its keeping properties. 


Isotone Liquid represents 2% Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic isoionic 
(pH 6.5) self-sterilising base. 


2-oz. Vacuum Sealed Bottles pa 4/2 each 
Less 10% for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 


Say you saw it in “The Dental Journal of Australia’, 


— 
4 
‘ 
: 
: 
: 
&§ 
N E A. 
— LIQUID 
LIQUID 
for 
© teed for focal sania 
Conduction, sub 
solution toy Feponsl 
| 


The Dental Journal of Australia, August, 1950 


OXYCEL 


Use in Dentistry 


OXYCEL designates oxidized cellulose prepared 
from various materials, such as gauze or cotton 
by a special process of oxidation which converts 
unoxidized cellulose into polyanhydroglucuronic 
acid—an absorbable haemostatic chemical. 


OXYCEL, supplied as individual, sterile pads, 
effects prompt haemostasis when applied to 
oozing surfaces, and when left in contact with 
incised tissues is readily absorbed. When wet 
with blood it becomes slightly sticky and swells, 
forming a dark-brown, gelatinous mass. As 
soon as this discolouration occurs, bleeding 
usually ceases. 


Most dentists cut Oxycel into nine equal pieces 
and place them in a sterile amalgam bottle ready 
for use. 


FURTHER PARTICULARS ON REQUEST 


PARKE, DAVIS & CO. 


G.P.O. BOX 4198 SYDNEY 
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YOU 


can recommend 
with confidence 


Forhan’s 


for the gums 


Recognised for many years by 
the medical and dental profes- 
sions for its value in the treat- 
ment of pyorrhoea-threatened 
cases, Forhan’s may be recom- 
mended to patients for regular 
daily use with every confi- 
dence. 


Forhan's advertising directed 
to your patients consistently 
advocates regular visits to their 
dentist, as well as twice-daily 
massaging of gums and brush- 
ing of teeth with this, the only 
dentifrice containing R. J. For- 
han's D.D.S., special anti- 
pyorrhoea astringent. 


Australasian Agents: 


The Sheldon Drug Co. Pty. Ltd. Sydney 


Say you saw it in “The Dental Journal of Australia”. 
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Sterlin 


Dental 


UNIT 


BRITISH MADE 


A masterpiece of graceful 
design, convenience and effi- 
ciency. Embraces a full range 
of electrical, air and water 
appliances. 


NOVEL FEATURE — the com- 
plete electrical circuit of the 
Unit is mounted on a single 
removable panel. This greatly 
simplifies installation and 
maintenance. 


Order from your Dealer 


THE AMALGAMATED DENTAL 


COMPANY LIMITED 
(INCORPORATED LONDON, ENGLAND) 


MELBOURNE and SYDNEY 
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Round-ended N ylon B 


Now made 
with... 
Knife-cut N Bristles 


FROM UNRETOUCHED MICRO-PHOTOGRAPHS, 


ADDIS—the oldest firm of toothbrush makers in the world—have 
pioneered many improvements in their efforts to produce the perfect 
brush. We feel sure you will agree that the features set out below 
make the improved Wisdom, the toothbrush which will meet all 
requirements of the dental profession. 

(1) It is filled with nylon strands that have been individually rounded 


on the ends. Round-ended nylon helps to safeguard tooth enamel and 
enables gums to be massaged vigorously but safely. 


(2) Tufts are widely spaced fo penetrate between the teeth—thus reaching 
all gum surfaces. 


(3) The double-angle handle affords comfortable hand control and enables 
"bristles" to reach awkward corners easily. 


ADDIS (AUST.) PTY. LTD. 


1217 
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«s harmonious pattern of contrasting 
form and color brought to its ultimate 
of beauty by a transparent cap of dew. 


ulate follow... 


Dr. Myerson’s teeth are made to follow nature’s own formula where beauty 


of form is combined with nature’s own dentine colors showing softly and 
lustrously through a transparent enamel. This remarkable duplication of 
nature’s beauty is integrated with maximum ceramic strength. This 
masterpiece has been imitated the world over but never equalled, 
Dr. Myerson’ 
TRUE-BLEND ANTERIORS TRUE-KUSP POSTERIORS 


IDEAL TOOTH INCORPORATED, CAMBRIDGE 39, MASS. 
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Dental Anaesthetics 


PREMOCAINE (Procaine Solution)... 
... in | Ib. and 4 oz. bottles 


STERICAINE (Cocaine Solution)... 

. in | Ib. and 5 oz. bottles 
NOVUTOX, in 2 oz. bottles 
NOVUTUBES, 2% and 3% in boxes of 100 


FOR YEARS HAVE RETAINED THEIR HIGH 
STANDARD AS DENTAL ANZSTHETICS 


Good news for the 


users of 
GYPSOGUM 


THIS UNEXCELLED IMPRES- 
SION MATERIAL IS AVAILABLE 
FROM OVERSEAS AGAIN 


For All Your Dental Requisites 
MILNE BROWNE & CO. LTD. 


Sydney: 114-120 Castlereagh Street e Brisbane: 235 Edward Street 
*Phone: M 4891, five lines *Phone: B 6617 and B 876! 


Telegrams: MILNEBROWN 
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‘YOUNGSTERS are EASIER to HANDLE 
5) @ WHEN the REWARD is a ‘GOOD TEETH 
4 

CERTIFICATE 


This “‘Good Teeth”’ Certificate 
featuring the Walt Disney 
characters, has been specially 
designed for you to give 
to your child patients after 
treatment or regular inspections 


Issued by the makers of $.R. Toothpaste 
If you have not already received an issue of these = 

certificates or require a further suppl , just fill in = ey) 
the coupon below and forward to Certificate”, 

Box 1590, G.P.O., Sydney. 


| 


Please forward supplies of the 
S.R. “Good Teeth” Certificate to | 


ADDRESS 


SR.46.FPT 
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SSE AKY Tors Two teaspoonfuls of Akto-Vite contain— 
Vitamin A... .. .. .. 2,000 int. units 
Vitamin Bi .. .. .. .. 300 int. units 
VitaminD.. .. .. .. .. 1,000 int. units 


together with d end colcium phosphete in 
@ delicious chocolote-malt bese. 


NICHOLAS ETHICAL PRODUCT 
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YOUR HANDS ARE YOUR FORTUNE 


The unique qualities of “Brophy SO PROJECI 
Greaseless Prophylactic Hand- 

cream” make it very desirable for 

dentists and nurses whose hands 

are so often in water. It keeps the 

hands smooth and soft, and pos- 

sesses the action of sealing against 

infection. Also valuable in a num- 

ber of skin conditions. 


Supplied only to, and formulated 

expressly for, the Medical, Dental 

and Nursing Professions. 
Professional Price: 


4/6 JAR—Obtainable Dental De- 
pots and Surgical Supply Houses. 


NEW: Large 12-oz. Jars for large 
Surgeries, Hospitals, etc., at 12/6. 


Droph 


Greaseless Srophylactic 
CREAM 


Brophy Laboratories, Santa Monica, California 
Australian Distributors: J. L. BROWN & CO., Melbourne 
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PORTE X 


<“Co-pol” Denture Base 


Ethyl-methyl methacrylate Co-Polymer 


FRACTURE-RESISTANT 
having all the well-known attributes of acrylics 


PLUS very much greater RESILIENCE 


(Light, Mid and Dark Pink and Clear) 


From All Dental Supply Depots 


Wholesale Distributors: 


PAUL WITZIG & CO. PTY. LTD. 
55 YORK STREET, SYDNEY 


Telegrams: Box 1352, G.P.O., Telephones: 
Witzigo, Sydney SYDNEY BX 3147 
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an 


“Trilene” Brand of Trichloroethylene 


““TRILENE”’ 


For Anaesthetic or Analgesic 


“Trilene” is a specially purified and stabilised form of trichloroethy- 
lene prepared by Imperial Chemical (Pharmaceuticals) Limited for 
anaesthetic and analgesic purposes. It may be employed as an anaes- 
thetic to maintain a light plane of narcosis or as an analgesic without 
loss of consciousness. Administration is safe, rapid, and pleasant and 
recovery is usually without any unpleasant after-effects. It will thus 
be noted that “Trilene” is invaluable in dental practice. 


Literature available on request. 
A PRODUCT OF 
t IMPERIAL CHEMICAL (PHARMACEUTICALS) — LTD. 
(A subsidiary of Imperial Chemical Industries Limited) MANCHESTER, ENGLAND 
Marketed in Australia by 


IMPERIAL CHEMICAL INDUSTRIES OF AUST. & N.Z. LTD. 


ALL CAPITAL CITIES AND WELLINGTON, N.Z. we 
-FA 
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CO-AG ana CO-AG-SED 


CLINICALLY-PROVED DENTAL HAEMOSTATICS 


..+» For Positive Control of Haemorrhage and 
Relief of Post-Operative Pain & Soreness 


REASON. S WHY 1 Fully proved by clinical test, for the prophy- 


you may prescribe or laxis and treatment of dental haemorrhage. 


use CO-AG and CO- 2 pee 4 
AG-SED with 3 Non-toxic, non-irritant, entirely reliable. 
CONFIDENCE 4 Co-Ag gives positive haemorrhage control. 

5  Co-Ag-Sed quickly relieves post-operative pain. 


Co-Ag-Sed allays natural stiffness and sore- 
6 ness. 


Co-Ag is orally administered and quick in 


CO-AG and CO-AG-SED are indispens- 
MEDICUS MEDICUS 
PRODUCT No. 2 able to the busy practitioner. They are PRODUCT No. 3 
CO-AG available from Chemists and Dental CO-AG-SED 
Depots. TO RELIEVE 


TION AND 
MEDICUS LABORATORIES 


TREATMENT OF 
HAEMORRE. AGE 
at] 73 YORK ST., SYDNEY. Phone BX1991 


SUPPORT YOUR OWN 
JOURNAL 


All members of the New South Wales Branch 
of the Association and other subscribers 
are asked to peruse the advertisements 
herein and to support those dental supply 
houses and others whose announcements are 
published in “The Dental Journal of 
Australia.” 


HELP THOSE WHO HELP YOU 
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AUSTRALIAN MILITARY FORCES 


VACANCIES FOR 
DENTAL OFFICERS 


Applications are invited from legally qualified male dental practitioners 
for appointment to short service commissions in the Australian Regular 
Army as dental officers. 


The terms of appointment are as follow: 


Duration of appointment: Two years. Applicants may elect to serve 
for one additional period of two years. 


(a 


(b) Rank on commencement: Captain. 


(c) Pay and allowances: The following schedule shows the daily rates of 
pay and allowances: 

Officers not eligible Officers eligible for 
for marriage allowance marriage allowance 

Detail Living out 

Living in Living out of camp 

amp of Camp and away 

Camp | Home from Home 
1. Rate of pay kis 39/9 39/9 39/9 | 39/9 39/9 
2. Uniform allowance .. 1/3 1/3 1/3 1/3 1/3 
3. Marriage allowance .. — — 4/9 4/9 4/9 
4. Provision allowance 4/- 
5. Separation allowance 3/- 3/- 
6. Living-out allowance 6/3* 9/- 
41/- 47/3 48/9 | 49/9 57/9 


* 7/6 per day is payable for the first 30 days. 


In addition to the rates set out above, an increment of 3/- per day is payable 
after two years’ service, and a further 3/- per day after 4 years’ service in the rank 
of Captain. (Note: Applicants with previous full-time service in the rank of Captain 
or ne ee may count such previous service for the purpose of computing these 
increments. 


(d) Gratuity: 
(i) A gratuity at the rate of £125 per annum will be payable on completion 
of the total period of service (i.e., either two or four years). 


(ii) In the event of a dental officer’s death or total incapacity (not due to causes 
within his own control) the gratuity of £250 for a dental officer appointed 
for two years, or £500 for a dental officer appointed for a further two years, 
will be paid either to the wife and/or children in the case of death, or to 
the officer in the case of total incapacity. 

(iii) he» the event of the officer’s partial incapacity (not due to causes within 

his own control), a proportionate gratuity pro rata to the length of his 
service will be paid to the officer. 
(e) a Benefits Fund: Dental officers serving on short service commissions 
| be required to contribute to the Defence Forces Retirement Benefits Fund. 
(f) peor An initial issue of clothing and necessaries will be free. 


(g) Medical Standard: Applicants will be required to pass the approved medical 
examination. 


Applications should be made in writing to THE SECRETARY, Department 
of the Army, Victoria Barracks, MELBOURNE, S.C.1. 
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WEE 


NOVUTOX 


Self-Sterilising Local Anaesthetic 

for 
RAPID, DEEP & LASTING 
ANAESTHESIA 


2% NOVUTUBES 
for routine dental 


3% NOVUTUBES 


for difficult extractions 


For those cases in which more rapid onset 
with profound depth and very prolonged 
anaesthesia is required, the Dental Surgeon 
will appreciate the value of NOVUTOX 
3%  Self-Sterilising Local Anaesthetic 
which provides completely efficient pain 
control for the longest dental operations. 


Available in 


BOXES OF 100 CARTRIDGES (STANDARD SIZE). 2-0z. & 20-0z. BOTTLES 
BOXES OF 100 x 2c.c. AMPOULES. BOXES OF 12 x 2¢.c. AMPOULES i 
Distributors : 
Messrs. MILNE, BROWNE & CO. LTD., 
P.O. Box 128, Sydney. ’ 
Manufactured by 


PHARMACEUTICAL MANUFACTURING CO., THE LABORATORIES, CHELTENHAM, GLOS, 
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ease for eyes 


in this light-controlled surgery! 


IT has long been known that the 

combination of natural and artificial 

light under which dental surgeons 

must work is detrimental to eyes. For full details, ‘phone MA 8010 
That is why the windows in this for a representative to call, or write 
model surgery are specially fitted for descriptive brochure and sample 
with National Blinds. National slat material to National Blind Co. of 
Blinds have unique light-control Australia Pty. Ltd. 66 Myrtle St., 
features that make them as easing Chippendale. 

as they’re pleasing to the eye. 


Finger-tip control 

Exclusive National tilting device holds slats 
at any angle, fully open to fully closed. At 
the touch of a finger, blind can be raised 
or lowered with slats in any position. 


Your eyes are your most precious asset 
—protect them from unnecessary strain 
with National Blinds! 
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FREE DELIVERY TO ALL STATES 


(ESTAB. 30 YEARS) 


"For Quality and Economy 
in all your Printing.” 


All kinds of Dental 

Stationery and Chart Cards. 

Let us know your requirements 

and samples with prices will be sent. 


267 GEORGE STREET, SYDNEY 
FJ 1041 (2 uines) 


ADVICE to your PATIENTS 


How delighted your patients are with the fresh, natural 
brightness of their dentures when they first get them! If 
this appearance is retained, they are all the more pleased. 
But such a happy result necessitates proper care from the 
start. For guidance on this, your patients naturally look 
to you. 


Advise them to adopt safe and effective 'STERADENT' 
for keeping dentures scrupulously clean and thoroughly 
sterilized, and you will earn their gratitude. 


"STERADENT' is completely safe for all dentures, 
including acrylics. 


Steradent 


REGD. 
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This modern factory depicts the remarkable growth of scientific dental 


manufacturing in Australia during the past fifteen years. 


SIL-ORA DENTAL PRODUCTS 


Alexandria, N.S.W., Australia 


Manufacturers of: 


Articulating Paper; Brown, Pink and Extra Thick Base- 
plates; Aluminium, Clear and Pink Bite Waxes; Cavity 
Lining; Cup-Ora Metal; Desensitizing Paste; Dentishine; 
Devitalizing Paste; Denset; Impocoll and Mixing Guns; 
Investments; Impo Cream; Impo Paste; Brown, Pink, 
White and Elastic Impression Compositions; Blue and 
Acrylic Inlay Waxes; Linen Strips; Mummifying Paste; 
Modelling Waxes; Paper Discs; Plastic Aluminium Tray 
Outfits; Prophylaxis Paste; Pulpara; Sil-Ora Metal; 
Sticky Waxes; Tracing Sticks; Gold Casting Wax; Wax 
Shapes, etc., under the Sil-Ora and Impo Trade Marks. 


Australasian Distributors: 
L. & R. Handpieces, PeO Fine Diamond Instruments, Svedion Chrome 
Cobalt Alloy, Svedia Products, Palalux, etc. 
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The New Improved 


DOX DENTURE GRINDER 


with enclosed gear mechanism. 


Regd 
Price £15/15/- (plus freight). 


The Dox Grinder is an accomplished dental prosthetist, producing 
perfect functional occlusion with certainty and amazing rapidity. 


The Commonwealth Dental Supply Company Pty. Ltd. 
206 Castlereagh Street 
SYDNEY 


Box 1922 ‘Phone: M 4818 
G.P.O. Telegrams: “Comdental,’’ Sydney 
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